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Abstract 
This study examined the impact of parental death by homicide or suicide on child 
survivors. Two groups representing grieving children who experienced a parental death by 
homicide or suicide (N = 1 9) and children who experienced a natural or accidental parental death 
(N = 1 9) were compared. Children in the two groups were matched for age and gender. Scores 
from a screening instrument, developed by William Worden ( 1 996) to identifY grieving children 
at risk for emotional and behavioral difficulties, were used to compare these groups.  No 
significant differences were found between the two groups for the total screener score and five of 
six predictor variables. One predictor variable, depression of the surviving parent, was an 
exception to this pattern. Surviving parents in the homicide/suicide group reported significantly 
higher levels of depression than did those in the natural/accidental group. These findings and 
possibilities for future research are discussed. 
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Chapter 1 
Introduction 
Parental Death 1 
Due to the extensive influence parents have and roles they play in their children's lives, the 
death of a parent can have a profound affect on a child's life and development. Bowlby's book A 
Secure Base: Parent-Child Attachment and Healthy Human Development (1988) discusses the 
importance of parents: As children begin to venture out into the world they need a " secure base" 
in their parents that they can return to in order to be "nourished physically and emotionally, 
comforted if distressed, [and] reassured if frightened" (p.11). The presence of parents enables 
children to feel more confident and secure as they increase their autonomy. Children who have 
had a parent die must face the already daunting task of developing into a healthy and mature adult 
with an even greater sense of insecurity. Worden (1996) notes that, 
The death of a parent is one of the most fundamental losses a child can face. 
Ideally, parents support their children, both physically and emotionally; they 
provide a stable home environment in which children can grow and mature; and 
they serve both as the children's protectors and as their models. In reality, the 
extent to which parents fulfill these roles varies. Nevertheless, for the great 
majority of children, parents remain their most significant others; in effect, their 
partners in negotiating the essential developmental tasks that will take them to 
adulthood. The loss of a parent to death and its consequences in the home and in 
the family change the very core of the child's existence. (p. 9) 
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Approximately 1 .5 million children live in single-parent families due to the death of a 
parent (U. S .  Bureau of the Census ,  1 989).  Clearly the death of a parent affects the lives of many 
children. Therefore, it is important to gain a more complete understanding of the impact this loss 
has children, in order to facilitate healthy development given such difficult circumstances .  It has 
been found approximately 20% to 40% of grieving children experience emotional and behavioral 
difficulties that exceed the typical grieving process (Kaffman & Elizur, 1 996; Worden, 1 996) . 
This study will examine the impact of parental death by homicide or suicide on the grieving child. 
Do the circumstances of the parent's death (homicide and suicide versus natural and accidental 
death) increase the risk for surviving children and hinder healthy development due to behavioral 
and emotional difficulties? 
Can Children Grieve? 
Over the years there has been a great deal of controversy regarding the capacity of 
children to grieve, which several authors have examined and summarized (e.g. , Frankiel, 1 994; 
Furman, 1 994; Shane & Shane, 1 990; Steinberg, 1 997; Worden, 1 99 1 ,  1 996) . Some authors 
contend that children are not capable of grief while others propose children as young as six­
months old can grieve. Depending upon the theoretical approach, different aspects of grief are 
emphasized. Authors in the psychodynamic tradition emphasize that decathexis of the lost parent 
is not possible for a young child, while authors working in the cognitive psychology tradition 
focus on the degree to which a child can understand the concept of death and the ways in which 
death is communicated to the child. All agree that children's grief behaviors change as they 
mature. For example, Worden ( 1 996) writes,  " . . .  death is experienced and expressed in different 
ways at different developmental phases" (p . 1 24) . Van Dexter ( 1 986) agrees :  "Children differ in 
Parental Death 3 
behavior and development They understand at different levels and have diverse perspectives, 
depending on their experience, environment, maturity and level of intellectual ability, coping 
capacity, and so forth" (p. 155). 
As will be discussed in the following section, the term "grief' is defined in a variety of 
ways. How grief is defined helps determine the answer regarding children's capacity for 
mourning. For the purposes of this study, the terms "grief," "bereavement," and "mourning" will 
be used interchangeably. A more precise definition of these terms will be given later in this 
chapter. 
Psychodynamic tradition. Within the psychodynamic orientation there are a wide range of 
theories regarding the capacity of children to mourn. In Freud's ( 1957) �ourning and 
Melancholia, he suggested that mourning is the gradual decathexis of the mental representations 
of the lost object. This occurs as the bereaved reminds him or herself, each time the mental 
representation is remembered, that the object is gone. Within this theory, decathexis is a process 
that requires a developed ego that can engage in reality testing, because the bereaved must 
acknowledge and accept the reality that the loved one no longer exists. Additionally, periodically 
the bereaved needs to completely withdraw from his or her interest in the world and others in 
order to accept this reality. Given these circumstances, identified by Freud as necessary for 
mourning, those who adhere to his theory believe children are unable to grieve until the end of 
adolescence (e.g., Nagera, 1 970; Wolf, 1 958; Wolfenstein, 1 969). They contend a child needs to 
have established his or her identity and completed the process of differentiation in order to grieve. 
Decathexis of the lost object is the essence of successful grief and requires a developed ego. 
Because decathexis cannot occur in children, the child continues to seek attachment to the love 
Parental Death 4 
object, which is forever denied by the dead parent. Additionally, the ability to think abstractly, 
which does not emerge until adolescence, is believed by psychodynamic theorists to be a 
necessary skill for grief to occur. Reality testing is also viewed as a necessary skill that is 
extremely limited in younger children. Finally, they note that complete withdrawal from others is 
impossible due to a child's developmental needs for social connection and protection. 
However, there are those within psychodynamic tradition who disagree with Freud and 
base their disagreement on the vast array of clinical experience and research that suggests children 
do grieve (Frankie!, 1994). Wass (1997) comments that the early belief that children do not 
mourn has been proven incorrect. Although these scholars believe children are capable of 
grieving (e.g . ,  Bowlby, 1988, 1994; Frankiel, 1994; Furman, 1994), the. age when children can 
grieve is less clear. 
Bowlby (1994) believes children as young as six months old can form attachments to 
caregivers. He believes separation anxiety and grief occurs if this attachment is severed (e.g., a 
parent dies). On the other hand, Furman (1994) believes children begin to be able to mourn at 
four years of age, when object constancy is achieved. He explains further, 
To withdraw a feeling investment from a mental image of a lost loved one, to 
decathect the internal representative of the lost object, a child must first have a 
stable internal representative that can survive and endure after the vast majority of 
loving investment has been removed. Our theoretical knowledge and clinical 
experience would indicate to us that this is possible after the achievement of object 
constancy dominance and a mastery of the ambivalence conflicts of the anal 
sadistic phase of development. In an otherwise emotionally healthy child it is 
Parental Death 5 
reasonable to anticipate this level of development sometime around the age of four. 
The ability to form adequately mature ego identifications is to be anticipated at 
about the same age. (p. 378) 
Thus, although some within the psychodynamic tradition propose that children do indeed grieve, 
there are different opinions regarding the age at which this is possible. 
Cognitive tradition. In the discussion regarding children and grief, those within the 
cognitive tradition have focused on a child's cognitive development and ability to understand the 
concept of death. Several theorists have utilized Piaget's well-known stages of cognitive 
development to frame their studies of grief and believe that the concrete-operational stage of 
development needs to have been achieved for a child to mourn. A chil� needs to be able to 
comprehend time, transformation, irreversibility, universality, and causality for a complete 
understanding of death to be achieved. It is suggested that preoperational children do not possess 
these abilities and therefore are unable to understand the concept of death. Without an 
understanding of the concept of death, grief can not occur (Jenkins & Cavanaugh, 1 986; Speece & 
Brent, 1 984; Worden, 1 99 1). 
Some researchers have suggested that it is not the achievement of concrete-operations that 
allows children to grieve, but rather the achievement of an understanding of irreversibility and 
universality that are important (Koocher, 1 973; White, Elsom, & Prawat, 1 978). They find that 
some children, considered to be in the preoperational stage, have demonstrated an understanding 
of irreversibility and universality, and thus are able to understand a concept of death. 
Additionally, there are some concrete-operational children who do not understand these concepts 
and thus, do not understand the concept of death. As has been demonstrated with many Piagetian 
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tasks, the achievement of an understanding of irreversibility and universality is sensitive to the 
ways the concepts are presented to the child. 
Schroeder and Gordon ( 1 99 1 )  believe young children are capable of understanding 
information about death if it is presented concretely and is consistent with their way of thinking. 
Worden ( 1 996) agrees and writes that very young children are more likely to grieve if they are able 
to do so in an environment that can nreliably satisfy the child's reality needs and encourage the 
expression of sad affect" (p. 1 1  ). Furman ( 1 994 ), who otherwise believes that children understand 
death around the age of four (see previous section), believes that children can understand the 
concept of death at around age two, given the proper circumstances and if they are taught the 
concepts realistically. For example, an abstract concept of heaven woul.d be unrealistic for a young 
child to comprehend, but the finality of death could be introduced to children when they encounter 
death in everyday circumstances, such as when an insect or pet dies. 
The present study is based largely on the Child Bereavement Study conducted by William 
Worden ( 1 996) and described in his book Children and Grief When a Parent Dies. This study 
will be consistent with Worden's cognitive developmental approach to childhood grief. Despite 
the various theoretical understandings of children and grief, Worden notes most studies agree that 
in order for children to grieve, they need to have achieved a coherent mental representation of 
significant attachment figures (e.g., parents) and object constancy. For the most part, these 
abilities begin to be established without special instruction by three or four years of age. 
Although a complete understanding of death may not be possible, the beginning stages of this 
process enable grief unique to the child and his or her developmental stage. 
Grief Defined 
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As seen in the theoretical debates regarding children and grief, the concept of grief has 
been used in a variety of ways. Worden (199 1 )  and Furman (1994) observe that an adult model of 
grief is often used to understand children's grief If an adult definition of grief is applied to 
children, then it is likely to appear as if children do not grieve (Frankie!, 1994). For example, if 
the adult process of decathexis is central to the definition of grief, children are excluded. Bowlby 
( 1980, 1 994), on the other hand, does not use the concept of decathexis as a part of his definition 
of grief, but rather focuses on attachment that is achievable very early in life. Frankiel writes, 
The key issues seems to be how to define mourning so that it is consistent with the 
clinical experience and understanding of those who have found t�at processes quite 
reminiscent of those observed in adults can occur in children, even if in a different 
form, specifically, a form appropriate to their developmental level. (p. 328) 
It has been established that children do grieve, given a definition appropriate to children's 
experiences is used. Pollock ( 1 978) believes mourning is possible in childhood if it is defined in 
terms consistent with a child's affective and cognitive capacities. 
Worden's ( 1 996) definition of grief is more inclusive and is not limited to adult 
expressions of grief He defines bereavement "as the adaptation to the loss, and 'mourning' as the 
process children go through on their way to adaptation" (p. 1 1 ). The tenn "grief' is used by 
Worden to describe "the child's personal experience, thoughts, and feelings associated with the 
death" (p. 1 1 ). For the purposes oftne study, this will be the definition used for childhood grief 
Children's Grief Behaviors 
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The ability to distinguish typical or healthy childhood bereavement from pathological 
grief is foundational in order to identify grieving children who are at an increased risk for 
emotional and behavioral problems. Bowlby ( 1 988) writes,  
Once an accurate picture of healthy mourning has been obtained, it  becomes 
possible to identify features that are truly indicative of pathology. It becomes 
possible also to discern many of the conditions that promote healthy mourning and 
those that lead in a pathological direction. (p. 32) 
Behaviors commonly seen at different stages of development and how grief behaviors may 
change over time will be briefly presented in order to gain a better picture of typical grief 
reactions in children. 
Behavior changes with development. Based on the assumption that children do grieve and 
that cognitive development is central to the discussion of children and grief, several authors have 
outlined common grief expressions at different developmental stages .  The developmental tasks a 
child is dealing with will, no doubt, affect how he or she deals with his or her grief (Worden, 
1 996). 
When a child between the ages of two and five-years experiences a parental death, he or 
she is likely to feel bewildered and may regress in his or her behavior by clinging or being 
demanding (Van Dexter, 1 986) .  Raphael ( 1 983) adds that the regressive behaviors of bedwetting 
and soiling are common. Children in this age group think in concrete terms, have a limited 
understanding of death, and do not understand death as irreversible or universal . As a result, 
death may be associated with going to sleep or getting sick (Schroeder & Gordon, 1 99 1 ) .  The 
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child may ask when the dead person is returning because he or she is unable to grasp the 
permanence of death (Pettie & Britten, 1 995; Smith & Pennells, 1995). 
Generally, from five to eight years of age children have a better understanding of loss and 
death due to increased intellectual capacities (Smith & Pennells, 1995); however, concrete 
thinking is still predominant. Older children in this age group typically begin to understand the 
permanence of death, but still do not grasp the concept of universality (Schroeder & Gordon, 
1991 ). Feelings of guilt may be pronounced in children in this age group, who still have a 
tendency towards magical thinking. Fantasies of responsibility may exist and children may 
believe that their own behavior was related to their parent's deaths. For example, prior to the 
death of a parent a child may have been angry at the parent and wished !he parent were dead and 
therefore after the parent died the child might believe that he or she was responsible for the 
parent's death (Raphael, 1 983; Smith & Pennells, 1 995). 
For preadolescent children, nine to twelve years of age, shock and. denial are likely to 
exist. Children in this stage are more likely to understand the finality and universality of death 
(Raphael, 1 983). Thus, the child's fears of death and his or her own mortality and that of the 
surviving parent may be more pronounced at this stage of development (Smith & Pennells, 1 995). 
The child may also resist communicating with adults and try to act "grown-up" in order to 
conquer feelings of pain and sorrow (Van Dexter, 1986). 
Adolescent griefbegins to look more like adult grief Adolescents are more capable of 
engaging in abstract thinking and understand more fi.dly the reality of death and vast impact of the 
loss (Pettie & Britten, 1995).  For example, adolescents have the ability to envision the future and 
therefore, imagine what it will be like without the loved one during important life events (Van 
Parental Death 1 0  
Dexter, 1986). Unfortunately, independence-seeking and rebellious behavior common during the 
teenage years may exaggerate feelings of guilt and resentment related to the death (Smith & 
Pennells, 1 995). Raphael ( 1983) adds that separation struggles can be extremely profound during 
this stage of development. Experiencing death, the ultimate separation, overlaps with an already 
difficult time of separation conflicts between adolescents and their parents. A return to dependent 
behavior may occur, resulting in conflicting needs within the adolescent for independence and 
dependence. Cognitive sophistication, present at this stage of development, intensifies many 
conflicting emotions within grief and can lead a grieving adolescent to deeply question the 
meaning of life (Smith & Pennells, 1 995). 
It is important to keep in mind that even though these guideline� for developmentally 
appropriate grief can be helpful, individual differences need to be considered and appreciated. 
Grieving children come from a wide range of cultural and religious backgrounds. The child's 
environment and individual make-up need to be considered in how a child experiences and 
expresses his or her grief (Pettle & Britten, 1 995; Smith & Pennells, 1995). 
Behavior changes with time. Children's grief responses change over time. Kaffman and 
Elizur ( 1996) conducted a four year prospective study of 25 psychologically-healthy children 
between the ages of three and eleven living in an Israeli kibbutz whose fathers had been killed in 
the Yom Kippur War of 1 973. Initially, over 400/o of these children demonstrated emotional 
disturbance in comparison to the control group of children who had not lost a parent to death. Of 
interest was the authors' examination of the changes in grief expression for these children over 
time. 
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In the months following the deaths of the fathers Kaffinan and Elizur ( 1996) found the 
majority of the children reacted with crying, sadness, longing, anger, and protests. Often the 
children denied the reality of the death, expected their fathers1 return and firmly held to the belief 
that their fathers were nearby even though they could not be seen or heard. 
Moving into the second year after their fathers died, many of the children had begun to 
accept the reality of the loss. With this realization and acceptance came increased anxiety, often 
expressed in separation anxiety. Dependency and demandingness were also seen as a means of 
dealing with this anxiety. An increase in behavioral problems was also noted at this time 
(Kaffinan & Elizur, 1996) . 
In the latter years, three to four years after the deaths, Kaffman �nd Elizur ( 1996) noted 
there was a dramatic decline in grief reactions and many children were reported to have returned 
to a certain level of normalcy in their lives. Further adjustments to new life circumstances were 
seen in ngeneral emotional restraint11 and "good behavior11• These phenomena were not 
considered rigid or unhealthy, but rather, as a form of 11accelerated maturityn which increased the 
children1s self-esteem and independence (p. 605). 
Risk Factors for Grieving Children 
A better understanding of what can be expected for grieving children provides the 
justification for identifYing grieving children at-risk for increased emotional and behavioral 
problems. Various studies have contributed to identifying risk factors for grieving children. 
Based on results of the Child Bereavement Study, Worden (1996) developed an extensive list of 
risk factors for grieving children and their families in the time after a parent's death. Factors that 
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differentiated those with typical grief :from at-risk grief were identified for children and families at 
four months, one year, and two years after the death. 
Four months after the death of one of their parents, the following factors identified at-risk 
grief in children: lower self-esteem, more difficulty speaking about the dead person, and more 
likely to have experienced some type of accident during this period. Family risk factors included: 
many family stressors, less time for the surviving parent to prepare for the death, a parent 
experiencing health problems and/or depression, and parent's passive coping style (Worden, 
1 996). 
At the first year anniversary, the following factors identified at-risk grief for children: 
feelings of anxiety, particularly concerning personal safety, lower self-e�teem, experiencing a 
sudden or violent death, and little or no preparation for the funeral. For the family, risk factors 
were the suddenness of the death, the number of family stressors and changes, and the fact that 
the surviving parent made little or not effort to dispose of personal belongings of the deceased 
(Worden, 1 996). 
Finally, factors at the second year anniversary were identified. For the child these were: 
little or not preparation for the funeral, and fear about the safety of the surviving parent. For the 
family the factors were: high levels of family stressors and change, many changes in parent's 
routine, less helpful in-laws, and parent's passive coping style (Worden, 1 996). 
Other authors have also identified various factors that may put grieving children at-risk. 
Silverman and Worden (1 993) include how the surviving parent responds to the child, available 
social support, and subsequent life circumstances as additional concerns. Reese (1 982) adds a 
lack of continuity in daily life after the parent's death and lack of a stable home environment. The 
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age of the child, the emotional stability of the child, and nature of social support following the 
death have also been identified (Krupnick, 1984). Additionally, pathological bereavement may be 
associated with the nature of the marital relationship before the death and with sudden unexpected 
or traumatic death (Raphael, 1 983). Traumatic loss may lead to a sense of ambivalence about the 
relationship with the deceased and complicate the response to the death. 
As discussed by Bowlby ( 1980) and Furman ( 1986), the state of supportive relationships 
before and after the death are extremely influential in how effectively the bereaved child is able to 
grieve. Berman, Cragg, and Kuenzig's ( 1 988) study of adolescents' grieving the death of parents 
to cancer found "communication patterns established before the parent died probably helped the 
adolescent cope effectively with the painful experience" (p. 1 62). The f�ies who were studied 
talked openly with their adolescents about their parents' illnesses and the adolescents were given 
the freedom to talk openly about their grief These adolescents were able to adjust to their new 
environment, form new relationships, and develop new interests. This begs the question; if 
adolescents are not given the freedom to openly discuss their grief, is this likely to hinder their 
grief and lead to emotional/behavioral difficulties? 
When identifying grieving children who are at-risk, it is important to keep in mind one's 
research should avoid forcing bereaved children's behavior into an expected grief framework. 
Lehman, Wortman, and Wtlliams ( 1987) remind us that seemingly disturbed emotional reactions 
may be very reasonable considering the scope of the loss. As clinicians and researchers, we 
should be careful not to restrict the expression of appropriate grief through our own expectations. 
Parental Death by Homicide or Suicide 
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As seen in the previous section, various factors have been suggested that increase the risk 
of experiencing emotional and behavioral difficulties in grieving children. Each grieving child 
has different issues to contend with in his or her grief, depending upon the nature of his or her 
parent's death. Bowlby (1980) and Worden (1991) identify the circumstances of the death as an 
important factor in how grief is experienced. Worden writes, "An important determinant is the 
type of death that took the deceased. Sudden deaths are grieved differently than expected deaths. 
Deaths that are natural as the consequence of disease are grieved differently than traumatic death" 
(p. 143-144). Additionally, it has been proposed children who have difficulty mourning may be 
experiencing anxieties about the circumstances of their parents' deaths (�urman, 1974). This 
section will examine circumstances and factors that are more likely to surround a parental death 
by homicide or suicide. 
Trauma. There are associated variables that increase the traumatic nature of grief when 
the death occurs by violent means. According to Benedek (1985), "The greater the personal 
impact on the child, the greater the likelihood a traumatic state will occur" (p. 24). A child 
survivor of a parental death by homicide or suicide may have been a witness or exposed to the 
violent act or aftermath. As a result, not only must this young witness contend with loss and 
grief, but he or she may also experience psychological symptoms such as post-traumatic stress 
disorder (PTSD) (e. g., sleep disturbance, intrusive thoughts and images, traumatic reexperiencing, 
arousal symptoms). 
Nader (1997) suggests the traumatic nature of the death needs to be addressed before 
normal grief can occur. Issues related to "traumatic rage and horror" are often not adequately 
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addressed. As previously noted, thoughts of the deceased can be traumatic because the violence of 
the death is recalled. Reminiscing about the deceased, an important component of healthy grief, 
is therefore complicated. Trauma may intensify the experience of grief, and traumatic 
recollections of the death can interfere with the bereavement process, due to their overwhelming 
nature. Unfortunately, after a traumatic death like homicide or suicide, these recollections 
themselves may lead to PTSD-like responses. Posttraumatic reactions to a death can negatively 
impact the grieving process (Nader, 1997; Pynoos & Nader, 1990). Coping with grief and PTSD 
symptoms can impede the grieving process, if the trauma is not first dealt with. Therefore, any 
PTSD-like responses need to be addressed in order to prevent the increased likelihood of 
emotional and behavioral disturbance. 
Black and Kaplan (1988) discuss the difficult issues with which a child whose father 
killed his or her mother must deal. An increased risk for pathological grief is suggested due to the 
violent nature of the death and possibility of PTSD. The authors write, " . . .  the grief reaction in 
these children is often complicated by a PTSD that inhibits the development of normal mourning" 
(p. 626). 
Misinformation, stigma, and guilt. Consistent with Cain and Fast's (1966) comments, 
Black and Kaplan (1988) have noted that it is not uncommon for relatives of a child whose father 
killed his or her mother to disguise or distort the true nature of the death. This can hinder the 
child's ability to move forward in his or her grief because there are confusing messages and half­
truths. Therefore, the child is unable to make sense of the changes around him or herself and 
reactions of others. It is not uncommon for misleading information, silence and secrecy, or 
deception to surround parental deaths by homicide or suicide. As a result, the child may 
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experience confusion, guilt, self-blame, and rescue fantasies (Benedek, 1985). Webb (1993) 
writes, "In the absence of correct information children supply their own fantasized explanations, 
frequently implicating themselves in their parent's death because of something they said or did" 
(p. 140). 
Black and Kaplan (1988) address the stigma a child survivor of homicide must contend 
with. They write, 
. . .  the child may be stigmatized as the child of a killer, and because his or her 
story is painful to listen to, provoking in the listener intense feelings of horror, 
rage, sadness, and shame, the child may feel compelled to remain silent. This 
suppression further increases the likelihood of a pathological gri�f reaction 
occurring. (p. 626) 
Loss of a parent due to suicide can also be one of the most difficult types of death to 
grieve and can create distinct problems for those who survive (Farberow, Gallagher, Gilewski, & 
Thompson, 1987). Benedek (1985) writes, 
Nothing, perhaps, is more disillusioning to a child than becoming aware of a 
parent's attempted suicide or death by suicide. No other single parental act can so 
painfully accentuate issues of human accountability, the control of one's destructive 
impulses, or the child's dependence and helplessness. Frequently, the child is 
involved unwittingly in some aspect of the parent's suicidal behavior. (p. 35) 
Not only must loved ones deal with the loss, but they must also contend with shame, fear, 
rejection, anger, and guilt. Children, even years after a parental suicide, have been known to 
report severe levels of guilt (Benedek, 1985). Those left behind after a suicide also have to 
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contend with a societal stigma toward suicide and feelings of shame. People may avoid these 
mourners or at the very least feel extremely awkward around them. Secrecy may also result from 
this stigma and shame. As a result, the support so vital in the grieving process is lacking 
(Worden, 1991). 
Feelings of guilt are not uncommon for those grieving a suicide. There may be a sense of 
responsibility that they could have done something to prevent the suicide, particularly if the 
suicide occurred after a conflict between the victim and the survivor. Although feelings of guilt 
are common in the grief process, these feelings are greatly intensified after death by suicide 
(Worden, 1991). 
Two studies, that examined the grief of adult survivors of suicidy, are useful in the 
discussion regarding child survivors of suicide and contribute to our understanding of grieving 
families. Sheskin and Wallace (1976) conducted a study that focused on the grief of widows. In 
their study, the grief of widows whose husbands died by suicide, natural causes, or accident were 
compared. They found with all types of death examined, including suicide, that the emotional 
distress of these women increased when they felt blameworthy. The authors argue this 
phenomenon affects widows of men who died by suicide more drastically. For the most part, 
illness and accidents are beyond human control and therefore are less likely to be considered a 
survivor's personal responsibility. Thus, if a widow blames herself for a death by accident or 
illness, there are often plenty of people around her to remind her that it was not her fault. In 
contrast, when a suicide occurs, it is more difficult to avoid a sense of responsibility, because one 
always wonders what he or she could have done differently. If we hadn't had that fight? or Ifl 
had listened more closely to what he was trying to tell me? or Maybe I shouldn't have left him? 
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are questions that may torment the spouse of a person who died by suicide. When a death occurs 
due to natural causes or an accident there is less stigma in telling others than with suicide, and as 
a result, there are fewer opportunities in the latter case to reassure a widow of her lack of 
responsibility. The dilemma for those grieving a death of a loved one by suicide is they need the 
support of others, but disclosing the nature of the death may create distance and discomfort in 
those to whom they reveal it. Talking and remaining silent each have attendant risks. 
Miles and Demi (1992) compared the experience of guilt in parents who had had a child 
die by suicide, accident, or illness. Guilt was found to be most prominent in those parents whose 
child had died by suicide. Guilt was defined as "the feeling that results when one perceives that 
one has done something wrong, failed to live up to personal expectatio�s, or violated a societal 
standard" (p. 205). Guilt was considered by many of these parents to be the most distressing part 
of their grief. This was not reported by the other two groups of parents. Regarding guilt, the 
authors write, 
Grief responses involve many powerful and painful emotions, including feelings 
of guilt. Guilt has negative connotations, implies culpability, and is difficult to 
express. Consequently, it can be one of the most distressing emotions 
experienced during bereavement, and it has been implicated as a factor in 
prolonged or chronic grief. (p. 203-204) 
The authors hypothesize the intensity of guilt feelings for parents whose children died by suicide 
is so distressing because the parents believe they could have prevented the death but failed to do 
so. The authors conclude that because guilt can have such a negative impact on identity and self­
esteem, it may be repressed or suppressed. This may make the grieving process more difficult. 
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These findings inform us of the additional risk factors with which adult survivors of 
homicide and suicide must contend. It seems appropriate to assume that these same factors and 
circumstances exist in some way for child survivors. A sense of personal responsibility, 
distressing feelings of guilt, PTSD, and the existence of social stigma and resulting silence on the 
part of the survivor, are all likely to negatively impact grieving children of suicide and homicide. 
Identification of Grieving Children At-Risk 
Clearly bereavement is an extremely significant stressor in a child's life. Although grief 
may be considered a general risk factor for emotional and behavioral difficulties, many grieving 
children go on to lead healthy lives. Others are not be able to adjust adequately and continue to 
experience emotional and behavioral difficulties. It is important that gri�ving children who are at­
risk for emotional and behavioral difficulties be identified as early in the process as possible, in 
order to provide them with the most appropriate and effective interventions. 
Worden (1996) summarized three different approaches to providing interventions to 
grieving children. The first approach is to intervene with al  bereaved children. The disadvantage 
of this approach is not all grieving children demonstrate emotional or behavioral difficulties and 
most do not need intervention. As such, it is not cost effective, which is a prominent concern in 
today's healthcare system. The second approach is to wait and intervene when the child is already 
experiencing emotional/behavioral difficulty. This approach is commonly used, but requires the 
child to first experience a great deal of distress. For obvious reasons, requiring distress is not a 
preferred approach. The third approach, advocated by Worden, is consistent with the tradition of 
providing preventive services. This approach seeks to identify, as early as possible, those 
children who are at the greatest risk and provide appropriate interventions. Ideally, the 
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development of emotional and behavioral difficulties can then be avoided. With the goal of 
aiding in the application of preventive services, Worden developed a screening instrument based 
on the results of his Child Bereavement Study to identify grieving children at-risk (for more 
information on the Child Bereavement Study please refer to the Appendix A). 
The present study will examine the risk for grieving children who have experienced 
parental death by homicide or suicide by using Worden's (1996) screener. Lehman, Wortman, 
and Williams (1987) highlight the need to "compare the process of adaptation to events that differ 
in systematic ways, such as their suddenness. Research of this kind would not only serve to 
illuminate important conceptual issues, it would be helpful in identifying those in special need of 
intervention efforts" (p. 229). In line with the need for this kind of research, this study will 
compare child survivors of natural and accidental parental deaths with child survivors of parental 
death by homicide and suicide. This comparison will be made in order to help determine whether 
children in the latter group are more frequently identified as at-risk for emotional and behavioral 
difficulties. 
Hypothesis 
This study proposes that children whose parents died by homicide or suicide have unique 
factors they must contend with, in addition to the already difficult experience of grief These 
include an increased risk of trauma, misinformation, excessive feelings of guilt, and a lack of 
social support and open communication due to stigma. As such, these factors are likely to 
interfere with a children's abilities to negotiate their grief and continue down a path of healthy 
development. Therefore, it is hypothesized that grieving children who experience a parental death 
by homicide or suicide are more frequently at risk for emotional and behavioral difficulties. 
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Nader (1996) contends that if these issues are not resolved, "the long-term consequences of 
traumatic exposure may interfere with a child's ability to engage, over time, in productive 
behaviors and to function adequately socially, academically, professionally, and personally" (p. 
203). The ability to identifY grieving children at-risk is an important component of providing 
effective intervention. 
Subjects 
Chapter 2 
Method 
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Archival data collected at The Dougy Center for Grieving Children in Portland, Oregon 
was used for the present study. The Dougy Center is a non-profit agency that provides ongoing 
grief support for children between the ages of 3-18 and their parents or caregivers (see Appendix 
B for more information on The Dougy Center). 
Intake staff at The Dougy Center collected information related t� selection criteria, 
demographic information, and the type of parental death (see Appendix C). Only families with 
children between the ages of 5-18 who had experienced the death of a parent within the past six 
months were invited to participate. For the present study, children whose parents who died by a 
drug overdose were not included due to the often ambiguous nature of the death. For example, 
families may not know if the parent's overdose was an accidental death or a suicide. 
Upon consent, the primary caregiver of the family was asked to complete Worden's (1996) 
screening instrument, which included the Center for Epidemiological Studies-Depression Scale 
(CES-D) and a Child Behavior Checklist (CBCL) for each of the children. The data was number­
coded for confidentiality prior to being scored and analyzed. 
Cause of parental death. At the time of the present study, The Dougy Center had invited 
122 families with 210 children to participate in the research. Eighty-one percent of these children 
had experienced the death of a parent by natural or accidental causes and 18% had experienced 
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the death of a parent by homicide or suicide. Of the children invited to participate, 44% of those 
who had experienced a natural or accidental parental death returned their completed screeners and 
48% of those who experienced a parental death by homicide or suicide returned their screeners . 
No significant difference was found between the return rates of these families (z = -0. 35 ,  p > .05) .  
Archival data was available on 55 families . For the purposes of the present study and 
overall small sample size, the children of these families were divided into two groups :  those who 
had a parent die from a natural or accidental death (Group 1 )  and those who had a parent die from 
suicide or homicide (Group 2). Forty-four families had experienced a natural or accidental death 
of a parent and 1 1  homicidal or suicidal death of a parent. Again, due to the small number of 
subjects who had experienced a homicide or suicide (N = 1 9) ,  all such eligible children were used 
in this study and matched, by age (within three years) and gender, with a child who had 
experienced a natural or accidental death of a parent (N = 1 9) .  
Of the 3 8  children in  the study (N = 19  in  each group), 1 5  had experienced a parental 
death from natural causes , four from accidental causes , 1 2  from suicide, five from homicide, and 
two children had experienced both a homicide and suicide - when one parent killed the other and 
then himself or herself. 
Characteristics of children and parents . There were 2 1  boys and 17  girls in the study with 
an average age of eight and a range of 5 - 1 4. Thirty children experienced the death of a father 
(79%) ,  six of a mother ( 1 6%),  and two experienced the death of both a mother and father (5%).  
Thirty-four children were European-American (89% ) ,  two were biracial (European­
American/African-American; 5%), one was Native American (3%), and one child's ethnicity was 
not listed (3% ) .  
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The average age of the surviving parent or primary caregiver was 3 7 with a range of 21 -
45 and one grandparent who was 57. Seventy-three point seven percent of the screeners were 
completed by mothers, 1 5 .8% by fathers, and 10.5% by someone other than a parent. The "other 
than a parent" respondents included one grandparent of a child who had experienced both a 
homicide and a suicide, one aunt of another child who experienced both a homicide and a suicide, 
and a foster mother of two children whose mother was murdered. 
Materials 
Screening instrument. Based on the results of the Child Bereavement Study, Worden 
(1996) developed a screener to identify grieving children at-risk for emotional and behavioral 
difficulties (see Appendix D). To develop this screening instrument, the. bereaved children of the 
Child Bereavement Study were divided into a screening sample and a cross-validation sample. 
The criterion variable was the child's risk score (determined by a T -score greater than 64 on the 
CBCL) at the first and second anniversaries of his or her parent's death. If the child was in the 
risk group at either anniversary he or she was placed in the high risk group and if not he or she 
was placed in the low risk group. Six predictor variables that had high correlation with the 
criterion variables and low intercorrelation with each other were selected. These variables were: 
the surviving parent's age, number of children in the family under age 12, parent's level of stress, 
parent's ability to cope, parent's level of depression, and child's total score on the CBCL. The 
total risk scores correlated .42 with the criterion variable for the screening sample and .43 for the 
cross-validation sample. The screening instrument correctly identified 82% of the members of 
the screening sample and 81% of the cross-validation sample. 
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The screening instrument was designed to be completed within six months of the parent's 
death by the surviving parent or primary caregiver of children between the ages of 6 to 1 8  and 
takes approximately 30 minutes to complete (depending on the number of children in the family) . 
The Dougy Center was given permission by Worden to use his screening instrument to collect 
data on children 5 years of age. 
Worden's ( 1 996) screener includes demographic information (relationship to the child, . 
which parent died, date of the death, cause of death) and the six predictor variables of risk. Two 
Likert scales are used to determine how stressful the past few months have been for the surviving 
parent I caregiver and how well he or she is coping with the loss .  Both are rated on a scale of 1 to 
8 ( 1  = not stressful and 8 = very stressful; 1 = not coping well at all and 8 = coping very well) .  
The screener also included two established instruments ,  the Centers for Epidemiological Studies­
Depression Scale (CES-D) and the Child Behavior Checklist (CBCL) . The CES-D was used to 
assess the surviving parent's  level of depression and the CBCL was used to assess whether the 
child exhibited significant behavioral problems. 
The six predictor variables were used to determine whether a grieving child was projected 
to be at-risk for emotional and behavioral difficulties . The screener is scored by adding up the six 
variables . For each of the following risk factors , one point is scored: surviving parent is 38 or 
younger; number of children in the family under 1 2  years of age is 3 or more; parent's stress 
score is 8 ;  parent's  coping score is 1 -5; parent's CES-D is greater than 25;  and child's CBCL total 
score is 56 or higher. The number of variables scored as one point are totaled for the total 
screening score. Children who obtain 0-2 total points are not expected to be at-risk. If the total 
screening score is 3-6 the child is projected to be at-risk. 
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Center for Epidemiological Studies-Depression Scale (CES-D). The CES-D is used in the 
screening instrument to measure the surviving parent's depressive symptomatology. It was 
originally developed to be used in studies of the epidemiology of depression in the general 
population. It contains 20 Likert scales to assess how often depressive symptoms (e.g . ,  dysphoric 
mood, lack of positive mood) occurred in the past week. The 20 items are rated on a scale of 0 to 
3 pertaining to how often the item has been experienced within a week (0 = rarely or never and 3 
= 5-7 days; four items are reversed scored). The CES-D has demonstrated adequate reliability 
and criterion validity (Radloff, 1 977; Radloff & Teri, 1 986). 
Child Behavior Checklist (CBCL). The CBCL (Achenbach, 1 99 1 ), a widely used 
standardized measure, is used to evaluate emotional and behavioral pro�lems in children from the 
ages of 4- 1 8  and takes approximately 1 5  minutes to complete. The form is completed by the 
child's parent or primary caregiver and includes 1 1 8 behavior problem items that are rated by the 
parent as "not true, " " somewhat or sometimes true, " or "very true" of the child. Other items 
related to the child's activities are rated in comparison to the parent's perception of normative 
child behaviors and options to choose from include "don't know," "less than average, " "average, " 
or "more than average. "  
Using a national sample, the CBCL has been standardized by gender and age groups, 
consistent with Piagetian stages of development, and has normalized I -scores that allow for 
comparisons between clinical and non-clinical populations. A I -score greater than 64 is 
considered to be in the clinical range. Eight scales, determined by factor analysis, are used to 
identify behavioral syndromes. The scales include social withdrawal; somatic complaints; 
anxiety-depression; social, thought, and attention problems; and delinquent and aggressive 
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behavior. Three additional scales include the Total Behavior Problem score and internalizing and 
externalizing scales, reflecting inward-directed and outward-directed problems, respectively. The 
CBCL has demonstrated good reliability with a mean test-restest reliability ofr = . 89 for the 
problem scales over a 7 -day period. Evidence supports the validity of the CBCL. Construct 
validity has been demonstrated through correlations with analogous scales, and criterion-related 
validity has been shown with the CBCL's  ability to discriminate between children referred for 
clinical services and non-referred children. 
Procedure 
Families who were beginning the orientation process and met research criteria were sent, 
along with their orientation paperwork an additional packet of informat�on, which included a 
letter of informed consent (see Appendix E) describing the research and requesting the family's 
participation. If the family chose not to participate, the letter included a guarantee that the 
services they received at The Dougy Center would not be affected by their decision. Those that 
agreed to participate were assured confidentiality of the information they provided. 
Chapter 3 
Results 
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The total score of Worden's screening instrument was used to identifY and compare 
grieving children's risk for emotional and behavioral difficulties. As described in the previous 
section, six predictor variables contribute to total screener score which is then used to predict 
whether a child will be at-risk or not. If a child obtains a total screener score of three or more, he 
or she is projected to be at-risk for emotional and behavioral difficulties beyond the typical 
gnevmg process. 
Table 1 shows the means and standard deviations of the six predictor variables and total 
screener score for the two groups of children. Group 1 is the sample of children who experienced 
a natural or accidental parental death and Group 2 experienced parental death by homicide or 
suicide. Table 1 shows that for both groups the age of the surviving parent, number of children 
less than 1 2  years of age, and total screener score were similar. Additionally, parents in each 
group reported similarly high levels of stress and difficulty in coping. However, parents of Group 
2 reported greater levels of depression. The CBCL total scores were also slightly higher for 
Group 2 than Group 1 .  
An independent sample 1-test was used to determine whether children who had 
experienced a parental death by homicide or suicide (Group 2) were at greater risk than those who 
experienced a natural or accidental parental death (Group 1) .  Table 1 shows the 1 values for the 
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six predictor variables and total screener score. Only the parent CES-D score resulted in a 
significant difference between Group 1 and 2 , 1 (36) = -2.87, Q_ < .05.  
Table 1 
Mean Scores of Grou12s 1 and 2 
Predictor Variables 
Age of Parent 
Number of Children Under 
1 2  in the Family 
Stress Scale Score 
Coping Scale Score 
Parent CES-D Score 
CBCL Total Score 
Total Screener Score 
Note. df = 36 .  * Q_< .05 
Group 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
M SD 
37 .47 4.94 
36 .63 9 . 10  
1 .95 0.97 
1 . 84 0.06 
6.42 1 .7 1  
6 .89 1 .37 
5 .53  1 .26 
5 .00 1 . 1 5 
2 1 .32 9 .97 
32 .63 14 .03 
37 .63 19 . 87 
40.26 23 .57 
2 .37 1 .50 
2.74 1 . 1 5 
1 Cutoff scores 
0 .35  <3 8 
0 .40 >3 
-0.94 8 
1 .34 <5 
-2.87*  >25 
-0.37  >56 
-0.85  >3 
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B ased on the screening instrument, Table 2 shows how many children in each group were 
projected to be at-risk based on each predictor variable and total screener score .  The number of 
subjects in each group was based on the surviving parents' age and level of stress,  as well as the 
children's CBCL total score were comparable. Although families in the natural I accidental group 
had a greater number of children under the age of 1 2, more parents in the homicide I suicide 
group reported significant difficulty coping with the loss and symptoms of depression. 
Chi-square analyses were used to assess whether there was a difference between how 
many children were at-risk for emotional/behavioral difficulties in the two groups .  Table 2 shows 
the X2 values for each of the six predictors and total screener score. No significant difference in 
the number of children at-risk in the two groups was found. 
The results were similar when ethnicity was controlled. Ethnicity accounted for less than 
one percent of the variance in mean differences between the groups on the screener (Eta2 = .007) .  
Additional analyses also did not demonstrate significant differences between the two groups' 
scores on the CBCL's Internalizing (! (36) = .28, Q > .05) and Externalizing Scales (! (36) = - .52, Q 
> .05) .  Boys and girls did not differ on their total risk scores (! (36) = . 1  0, Q > .05),  the CBCL's 
Internalizing (! (36) = - .27,  Q > .05) or Externalizing Scales (1 (36) = - .05,  Q > .05) .  
An effect size analysis revealed that the type of parental death had a weak effect on the 
total screener scores (ES = .28) .  Kazdin ( 1 999) reports that effect sizes ranging from .20 to .50 
suggest a small effect size. Effect sizes ranging from .50 to .80 are considered moderate and 
those greater than . 80 are considered large. 
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Table 2 
Number of Children Projected to be Not At-Risk and At-Risk in Grougs 1 and 2 
Predictor Variables 
Age of Parent 
Number of Children Under 
1 2  in the Family 
Stress Scale Score 
Coping Scale Score 
Parent CES-D Score 
CBCL Total Score 
Total Screener Score 
Note. df = 1 , .!.! = 3 8  
Group 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
Not At-Risk 
8 
7 
1 3  
1 7  
1 2  
1 1  
1 0  
6 
1 1  
6 
1 5  
1 5  
1 0  
8 
At-Risk x2 
1 1  0 . 1 1  
1 2  
6 2 .53  
2 
7 0. 1 1  
8 
9 1 .73 
1 3  
8. 2 .66 
1 3 
4 0 .00 
4 
9 0 .42 
1 1  
3 1  
Chapter 4 
Discussion 
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These findings suggest that the cause of parental death is not necessarily a risk factor for 
grieving children. The hypothesis of this study was that risk factors for grieving children increase 
when a parent dies by homicide or suicide. Overall, the results of this study do not support that 
children who experience a parental homicide or suicide are at greater risk for emotional and 
behavioral difficulties than children who survive a natural or accidental de�th. The two groups 
demonstrated comparable levels of risk based on the total screener score and for all the predictor 
variables, except that the surviving parents in homicide/suicide group reported higher levels of 
depression. 
Effect Size 
In addition to the lack of significant differences between groups in regards to being at risk 
for emotional and behavioral difficulties, a small effect size was found. Effect size is a measure 
of the strength of effects or differences between groups that result from a study and refers to these 
differences in standard deviation units (Kazdin, 1 999) . Cohen ( 1 998) notes that effect size is one 
of four interdependent variables (along with statistical power, significance criterion and sample 
size) included in a statistical power analysis. According to Prentice and Miller ( 1 998), " . . .  one 
should pay attention to size, as well as significance level, in deciding how impressed to be with an 
effect" (p . 1 63 ) . The authors go on to write that measurements of effect size are beneficial in a 
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variety of ways: they can indicate how much a phenomenon is present in a population on a 
continuous scale, with zero always indicating that the phenomenon is absent; opposed to 
significance tests, effect size can provide information on the practical significance of an effect; 
they can be used to quantitatively compare the results of studies; and they can be used to help 
determine how many subjects are needed in a study. 
For the present study a large effect size was expected, in that the type of parental death 
(homicide/suicide) would significantly increase a grieving child's risk. Cohen ( 1 998) suggests 
that studies expecting a large efiect size need at least 26 subjects.  Because a small effect was 
found, increasing the 1 9  pairs of subjects in this study to 26 would likely yield the same results. 
With a small effect, in order to demonstrate significant differences, 3 93 subjects in each group 
would be needed. Although small effects can be important (Prentice & Miller, 1 998) it does not 
seem that the effect found in this present study is clinically significant. Rather, those working 
with grieving children need to assess for risk regardless of how the parent died. 
Comparable Levels of Risk 
The level of risk was high in both groups.  Half of the children in each group (53% of 
entire sample) were predicted to be at greater risk for emotional and behavioral difficulties 
beyond the typical grieving process. This is notably higher than the number of grieving children 
found at risk in Worden's ( 1 996) Child Bereavement Study. He found at the one year anniversary 
of the death 1 9% of grieving children were at-risk and at the two year anniversary 2 1 %  were at­
risk. The higher rate found in the present study may be due in part to the sample of support­
seeking families. The families and children in Worden's research were not necessarily seeking 
support and as such may have been more representative of the general population. Worden 
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worked with funeral directors to elicit the involvement of grieving families in his research. It is 
also worth noting that the percentage of at-risk children found in the present study is even more 
striking when compared to Worden•s control group. His control group consisted of nonbereaved 
children attending school in the study communities. At the one and two years he found 1 0% and 
6% were at-risk, respectively. 
Although common sense tells us that our society considers some deaths more shameful 
and difficult to cope with than others (e.g . ,  homicide and suicide) in light of the results of this 
study, it may be that trauma, misinformation, guilt, and stigma are salient for all grieving 
children. These findings are consistent with a study done by Farberow, et al. ( 1 987) which found 
that elderly survivors of family members who died by suicide did not rep,ort significantly more 
distress than survivors of family members who died natural deaths. 
Benedek ( 1 985) suggests that the more a death personally impacts a child, the more 
traumatic that death will be for the child. Although, the circumstances of parental death by 
homicide and suicide may be of a more violent nature, a grieving child may be traumatized by 
any parental death, regardless of the nature of the death. For instance, one could speculate that 
some of the children in Group 1 may have been exposed to a violent accidental death and 
subsequently have PTSD-like symptoms. 
Surviving parents may be unsure of what to tell their child about a parent•s death. 
Regardless of the nature of the death they may believe that a child is too young to understand or 
that the child needs to be shielded from the incredible pain of losing a parent. As a result, they 
may limit or distort what they reveal to the child. This, in turn, may increase a child•s sense of 
personal responsibility and guilt if the nature of his or her parenfs death is not accurately 
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understood. Whether o r  not the parental death occurred due to homicide/suicide or by 
natural/accidental means a child may feel responsible for the death. 
It is likely that the discomfort people often feel in relation to grieving children is not only 
limited to the child's family. Stigma, or at the least awkwardness, are likely to be present for most 
children who have had a parent die. For instance, teachers and peers may not know how to 
interact and respond to a grieving child. Unfortunately, children often ridicule others considered 
to be different and the death of a parent may make grieving children "different" in the eyes of 
those around them. As such, parental death can be an isolating event for many grieving children. 
Different Levels of Risk 
The most noteworthy difference between the two groups in this �tudy was that the 
surviving parents in the homicide/suicide group reported significantly more psychological distress 
than the natural/accidental parents did, as demonstrated by their CES-D scores. The surviving 
parents of a homicide/suicide by the other parent reported significantly more depression. This is 
consistent with Worden's ( 1 996) research that identified depression in the surviving parents as a 
risk factor for grieving children. Additionally, Sheskin and Wallace ( 1 976) found that widows 
and parents of people who died by suicide experience more guilt and distress than survivors of 
people who die natural or accidental deaths. 
Although few difference were found between the two groups it may actually be that 
children who experience a parental death by homicide or suicide are actually at a higher risk for 
emotional and behavioral difficulties. This study may not have effectively measured risk. There 
were several sampling limitations that need to be considered. With a small sample size there is an 
increased possibility that the sample was not representative of the population being examined. 
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For example, it was hypothesized that children who experience a parental death by homicide or 
suicide are at greater risk partially due to the increased possibility of trauma and symptoms of 
PTSD if they were exposed to a violent death or the aftermath. Information regarding which 
children in Group 2 (homicide/suicide) witnessed such events was not included in this study. 
Therefore, it is unknown at this time if children in Group 2 were at an increased risk for trauma 
based on these circumstances. With a small sample, it may be that none of the children in Group 
2 witnessed a traumatic or violent death or the risk of Group 1 increased due to PTSD symptoms 
(e.g . ,  witnessing a violent accidental death of parent), either of which may have contributed to the 
lack of differences between the groups. 
Additionally, the screening instrument may not have identified all .ofthe children in Group 
2 (homicide/suicide) who were at-risk. The screener was developed based on a sample of 
grieving children who primarily experienced a natural parental death. Out of the 70 children in 
the Child Bereavement Study, 62 had experienced a parent death due to illness. As such, the 
validity of the screener for child survivors of a homicide/suicide needs to be considered. 
It is also unknown whether any children in the present study were at risk for 
emotional/behavioral difficulties prior to the death of a parent. With a small sample this could 
have a significant impact on the results .  If the majority of the children in Group 1 were at risk 
prior to the parental death this would elevate their scores on the screener and also contribute to a 
lack of differences between groups .  
Because the screener was administered within six months of the parental death, it may be 
argued that this study did not account for a late effect. Perhaps differences would be found after 
the six-month anniversary of the death. Although this is a possibility, Worden's screener 
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demonstrated 82% accuracy in identifYing grieving children at-risk at the four month, one year, 
and two year anniversaries (Worden, 1 996). Therefore, it seems appropriate to assume that late 
effects within two years of the parental death were accounted for in the screening instrument. 
The results of this study were also based on self-report measures .  The surviving 
parent/caregiver completed the screening instrument and CBCL. There is no guarantee that the 
responses provided were accurate. Further, Worden and Silverman ( 1 996) noted that a limitation 
of research conducted with grieving children was a reliance on parent report rather than obtaining 
the child's perspective on his or her grief experience. The only predictor variable directly related 
to the child's level of functioning was the CBCL. However, it is completed by the surviving 
parent. As such, this score may have been influenced by the parent's lev�l of functioning. Results 
may differ based on a more direct measure of a child's grief experience. Obtaining additional 
information on how the child perceives his or her experience of grief could enhance our 
understanding of how to help grieving children. 
Application 
What relevance do the findings of this study have for our work with grieving children? As 
noted by Worden (1 996) it is important that grieving children who are at risk for 
emotional/behavioral difficulties be identified as early as possible. Early identification enables 
the provision of preventative services rather then waiting for the child to experience problems. 
The sample used for this study was selected from The Dougy Center, which provides 
supportive services to grieving children and families. As such, this sample may not be an 
accurate representation of the general population of grieving children. However, given that the 
majority of grieving children that mental health professionals and others who offer supportive 
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services come in contact with are in fact seeking services, these results are valuable. Over half of 
the children in this support-seeking sample were identified at risk. Therefore, it is important that 
those who work with grieving children screen all such children in order to provide them with the 
most effective help. For instance, if a child is projected to be at risk, more intensive services may 
be required (e.g . ,  therapy to address PTSD, family therapy). If on the other hand, a child is not at­
risk, support for their grieving process may be all that the child needs .  Worden's ( 1996) screening 
instrument can be easily and quickly administered making it a practical tool for screening 
grieving children on an individual basis or within the broader context of an agency. 
Although the results of this study do not indicate that a parental death by homicide or 
suicide necessarily increases a grieving child's risk, multiple risk factors �or grieving children 
have been identified in the literature. This information can guide our efforts to facilitate the 
healthy development of grieving children, particularly those at-risk. Risk factors related to family 
are especially important. The importance of the family environment for grieving children has 
been demonstrated as an essential component to the assessment and support of grieving children. 
Several authors have identified risk factors direct]y related to the bereaved family (see Chapter 1 ) .  
The predictor variables ofWorden's ( 1996) screening instrument also demonstrate the importance 
of grieving children's families. Five out of the six variables are directly related to the family 
environment and surviving parent's level of functioning. Table 3 provides a list of risk factors for 
grieving children and their families .  
The results of this study did indicate surviving parents of the other parent's homicide or 
suicide are significantly more depressed than other bereaved parents are. Therefore professionals 
need to be especially aware of symptoms of depression for such parents. The presence of 
Table 3 
Risk Factors for Grieving Children 
Author Child Risk Factors 
Benedek ( 1 985) Feelings of guilt and shame. 
Krupnick ( 1 984) Emotional instability. 
Nader ( 1 997) 
Reese ( 1 982) 
Webb ( 1 993)  
Worden ( 1 996) 
Symptoms of PTSD. 
Lower self-esteem. 
Difficulty speaking about the 
dead person. 
Child has more accidents .  
Anxiety. 
Concerns for personal safety. 
No preparation for funeral . 
Fear for safety of surviving 
parent. 
Parental Death 39 
Family Risk Factors 
Lack of social support. 
Lack of continuity in daily life .  
Lack of a stable home environment. 
Disguise or distort nature of death. 
Surviving parent has health 
problems I depression. 
Passive coping style. 
Make little effort to dispose of 
personal belongings of deceased. 
High levels of stress . 
Many changes in parent' s  routine. 
Less helpful in-laws.  
Note. For more complete information on risk factors please see Chapter 1 .  
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depressive symptoms, in addition to the grief experience, may call for supportive or therapeutic 
services. Given the importance of the family environment for grieving children, support of 
grieving parents may be one of the most effective ways of helping grieving children. 
Services and education need to be offered to counter the negative impact of societal stigma 
surrounding death and subsequent silence of the bereaved. Grieving families and children need a 
safe place to tell their stories. Black and Kaplan ( 1988) state many families that experience a 
homicide or suicide are not given this opportunity. Often their stories are horrific and filled with 
rage and shame, making them uncomfortable even for people who want to be supportive. This 
highlights the importance of a place like The Dougy Center, where staff and volunteers are 
specially trained to provide such a place for grieving families and their cp.ildren. If grieving 
children can openly express the range of their grief and emotions, it increases the opportunities 
for destructive feelings like an inappropriate sense of personal responsibility, guilt, and/or shame 
to be gently confronted by their support network (Sheskin & Wallace, 1 976) . As Miles and Demi 
( 1 992) demonstrated, the most distressing aspect of grief for parents who had a child die by 
suicide were feelings of intense guilt. Benedek ( 1 985) affirms that child survivors of a parent's 
suicide can experience guilt years after the death. Additionally, if a child experiences PTSD 
symptoms along with to his or her grief, Nader ( 1 997) believes that these symptoms need to do be 
addressed first in order for the typical grieving process to occur and emotional/behavioral 
difficulties to be avoided. 
Regardless of the type of parental death, a grieving child also needs to be given accurate 
information about the death, appropriate to his or her level of understanding. If not given this 
information the child will be confused and fill in the gaps, often times implicating him/herself in 
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the death (Webb, 1993) and lending to an unnecessary sense of responsibility, guilt and shame. 
Benedek ( 1 985) writes, "Inadequate or misleading discussion of the occurrence also increases the 
child's . . .  vulnerability to self-blame . . . 11 (p. 39) .  
Further Research 
In order to continue to improve our understanding of grieving children and their needs, 
additional research is needed. Due to the small sample and effect size of the present study, it 
would be helpful to confirm the results based on a much larger and less homogeneous sample. 
Two groups of parental death were compared for this study, natural/accidental and 
homicide/suicide. Increasing the sample size in order to examine each cause of death separately 
could provide even more information on the impact of different types o( parental death. It is 
seems worth noting that given the small effect size demonstrated in this study, each group would 
need 393 subjects .  Based on the design of this study and limited number of subjects, definitive 
statements regarding risk are not possible for each cause of death. Additionally, drug overdose 
was not included in this study but with an appropriate number of subjects could be a distinct cause 
of death category. 
It would also be beneficial to determine with a follow-up study how accurate the screener 
was in identifying the at-risk grieving children of this sample, particularly those in the 
homicide/suicide group. The development of the screener was based a sample of grieving 
children and families who experienced a natural death. This type of research could enhance the 
validity of the screener by determining with which populations it is most sensitive. 
Additional research also needs to include information on socioeconomic status (SES).  
Information regarding the SES of each child was absent from this study. Leham, et al. ( 1 987) 
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observe that income is a major factor in the psychological well-being of the bereaved.  A child's 
grief is not immune to inadequate financial support, in that families with limited resources and 
access to support may only heighten an already difficult experience. The SES of a bereaved 
family before and after the death of a loved one may be an influential risk factor that was not 
assessed in this study. 
The ethnicity of the sample for this study was primarily European American. At this time 
it would be inappropriate to apply the findings of this study to ethnically diverse grieving 
children. Additional research is needed to examine the grief of children from different cultural 
backgrounds. For example, how do grieving children of different cultures experience and express 
their grief within the context of their culture? What behaviors are considered a part of the typical 
grieving process and which indicate behavioral/emotional difficulties beyond the grieving 
process? These are just a few of the questions not addressed in this study. 
Although surviving parents of the other parent's homicide or suicide reported more 
symptoms of depression, the reasons for their depression were not specifically examined. Studies 
on widows and parents of victims of suicide suggest that a sense of responsibility, intense feelings 
of guilt, and stigma could contribute to this depression. Further research is needed to confirm 
these findings and determine if these impact grieving children in the same way. This could only 
enhance our ability to provide the most effective support and interventions. 
The present study examined the type of parental death as a risk factor for grieving 
children. The results demonstrated that homicide and suicide do not necessarily increase the risk 
for emotional/behavioral difficulties. However the risk was high in both groups. Thus, regardless 
of the cause of parental death a grieving child may be at-risk and screening all grieving children is 
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important. In order to effectively meet the needs of grieving children we need to continue to 
understand what puts grieving children at-risk for emotional and behavioral difficulties, as well as 
understand children's own perspective of their grief Qualitative research would be helpful to 
demonstrate if children in the two groups share comparable phenomenology (e.g . ,  experience of 
stigma). Given the vast number of children, who will experience the death of a parent, this is an 
extremely important endeavor. 
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Child Bereavement Study1 
William Worden and Phyllis Silverman conducted the Child Bereavement Study ( 1996) 
described in Children and Grief When a Parent Dies. It is a prospective study of 70 families 
with 125  children between the ages of 6 and 1 7 who had a parent die. A nonclinical sample was 
used to represent the community at large. Semi-structured interviews were conducted with the 
children and surviving parent. Interviews were completed four months, one year, and two years 
after the death. Standardized instruments were also used to evaluate the scope of each child's 
grief experience, as well as that of his or her family. The purpose of the study was to identify 
behaviors that are overrepresented in bereaved children in comparison to controls. Implications 
of this research regarding interventions with bereaved children were also provided. 
Participants of the study were recruited from the greater Boston area, and represented a 
range of socioeconomic, religious, and ethnic backgrounds.  Funeral directors invited appropriate 
families to participate in the study. Selection criteria included children's ages (between the ages 
of 6 and 1 7) and families that were intact at the time of the death. Seventy families with 125  
children were included in  the study. Of these families, 50 experienced the death of a father and 
20 experienced the death of the mother. Sixty-five of the children were boys and 60 were girls. 
The majority of the deaths were due to natural causes (n = 62). Five were accidental deaths, two 
suicides, and one homicide. 
1 This appendix is a brief summary taken from the Introduction in Children and Grief: When a Parent Dies (Worden, 
1 996). 
Parental Death 52 
In order to address a major weakness with existing research on children and grief, a 
control group of nonbereaved children was used. Children were matched by age, gender, grade in 
school, family religion, and community. These children were identified by school personnel and 
asked to participate in the study. Seventy control children were used in the study, one child to 
represent each bereaved family. Minimal attrition occurred over the two years the study was 
conducted. Only four families, including 7 children left the study. 
Interviews with the children focused on family life before the parent's death, experience of 
the death, grief behavior, life changes after the death, current level of functioning, relationships, 
and family's response to the death. The interview with the surviving parent focused on similar 
domains but also included family demographics, current support, �ppraisal of stress and coping, 
and concerns about the children and family life.  
A wide range of assessment instruments were used to examine the scope of loss and 
included the following: Child Behavior Checklist; Perceived Competence Scale; Locus of 
Control Scale for Children; Smilansky Death Questionnaire; Family Adaptability and Cohesion 
Evaluation Scales; Family Inventory ofLife Events; Family Crisis Oriented Personal Evaluation 
Scales; Center for Epidemiological Studies-Depression Scale; Impacts of Events Scale. 
The results of this study contribute significantly to our understanding of children and their 
grief. The study provided information regarding how life changes for a child after the death of a 
parent, how children emotionally experience the death of parent, various mediators that facilitate 
or hinder a child's process of grief, and variables that increase a grieving child's risk for emotional 
and behavioral problems. Comparative losses, such as the death of a sibling or divorce, as well as 
counseling and intervention issues, were also discussed. 
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The Dougy Center2 
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The Dougy Center for Grieving Children is a non-profit organization in Portland, Oregon 
that provides support to grieving children and families who have experienced the death of a loved 
one. Family members can contribute financially to The Dougy Center, but there is no fee for 
services .  Various modalities are used to support these families in their grief For the children, 
these include an art room, "volcano" room, puppet stage, dress-up room, sand tray room, game 
room and "talking" room. Each children's group includes a staffleader and several volunteer 
group facilitators. Concurrently, parents/caregivers are given the option to meet in a support 
group with other parents/caregivers co-facilitated by The Dougy Center volunteers. 
Beverly Chapell, a registered nurse who had worked for many years in the area of death 
and dying, originally founded The Dougy Center in 1 982. In recent years the National Center for 
Grieving Children and Families (NCGCF) was founded in order to address the growing interest 
for these type of services around the country. The NCGCF is involved in activities nationally and 
internationally, such as supporting the development of centers like The Dougy Center, providing a 
wide range of educational materials on grief, and providing educational institutes each summer. 
2 For more information The Dougy Center can be reached at P. 0. Box 86852, Portland, OR 97286, (503) 775-5683 . 
Email: help@dougy.org. Website: www.dougy.org. 
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The Dougy Center Packet sent (date) : 
_
__ 
_ 
Phone Intake Information Form Research Family: D 
Caller Name: Date: Time: 
--
--------------------------- -----------
------
Relationship to Child: _________________________ Person Taking Call : 
__
________ _ 
Guardian/Parent(s) Names: _
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
 
_ 
Address: Referral Source 
--
--------------------------------------
============� 
Zip: _______ _ Name/Org. : __________ __ 
Phone: 
---------------
Phone: (H) __
______(W) ______ _ 
Children (first & last names) MIF Age B-day 
Information/Circumstances/Other Services: 
The person who died was the child(ren)'s 
_____________________________________ 
_ 
Date ofDeath: Cause ofDeath: 
----------------
--------------------------
Follow Up: Include Dates, Phone Contacts, Referrals, Etc. 
Orientation Date(s) : 
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
__
 
_
 
Date 
Screening Instrument (SI) sent 
__
__ _ 
Child Beh. Cklist (CBCL) sent 
__ _ 
Youth Self-Report (YSR) sent 
__
 
_ 
Return envelope sent 
First phone reminder 
Second phone reminder 
Date forms returned 
Initial Research Criteria 
______ 1 .  5 - 1 8  yrs of age 
2 .  death within six months 
----
---- 3 .  parent death 
Parent ID: 
----------------
date sent to Worden: 
-----------
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SCREENING INSTRUMENT (to be completed by mother, father, or  guardian) 
Adult's  Name 
---------------------------------
Today's date ______ _ 
I am the child(ren)'s (circle) Mother Father Grandparent Aunt Uncle 
Person who died? (circle) Father Mother 
Date of the death? From today how many months since the death? 
__
__
__ 
_ 
Cause ofDeath? (circle) Natural Accidental Suicide Homicide Other 
_
_
_ _ 
1 .  Your (adult's) age: _
_
_
__ 
_ 
2 .  Number of  children in  family under age 12 :  __________ 
_ 
3 .  Stress: According to the scale below, how stressful has the past few months been 
for you? (Circle one) 
Not stressful 1 2 3 4 5 6 7 8 Very stressful 
4 .  Coping: At this point in  time, how well do you feel you are coping with your loss? 
(Circle one) 
Not at all 1 2 3 4 5 6 7 8 Very well 
5 .  CES-D: Below i s  a list ofways you might have felt or behaved. Please tell u s  how 
often you have felt this way during the past week: (circle a number for each item) 
a. I was bothered by things that 
usually don't bother me . . .  
b .  I did not feel like eating; my appetite 
was poor . . .  
c. I felt that I could not shake off 
the blues even with help from 
my family and friends . . .  
d .  I felt that I was just as good as 
other people . . .  
e. I had trouble keeping my mind 
on what I was doing . . .  
Rarely 1 -2 
or never days 
0 1 
0 1 
0 1 
0 1 
0 1 
3 -4 5-7 
days days 
2 3 
2 3 
2 3 
2 3 
2 3 
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f I felt depressed . . .  0 1 2 
g. I felt that everything I did was 0 1 2 
an effort . . .  
h. I felt hopeful about the future . . .  0 1 2 
i. I thought my life had been a 0 1 2 
failure . . .  
j .  I felt fearful. . .  0 1 2 
k. My sleep was restless . . .  0 1 2 
1. I was happy . . .  0 1 2 
m. I talked less than usual . . .  0 1 2 
n. I felt lonely . . .  0 1 2 
o. People were unfriendly . . .  0 1 2 
p .  I enjoyed life . . . 0 2 
q. I had crying spells . . .  0 1 2 
r. I felt sad . . .  0 1 2 
s. I felt that people disliked me . . .  0 1 2 
t. I could not get "going" . . .  0 1 2 
6 .  CBCL: Please fill out a Child Behavior Checklist for each of your children. 
3 
3 
3 
3 
3 
3 
3 
,., .) 
3 
3 
3 
3 
3 
..., .) 
3 
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1. Age of parent: 
if 3 9  or older, code = 0 
if 3 8 or younger, code = 1 
Scoring Instructions 
2 .  Number of children in family under 12 years of age: 
if 1 or 2, code = 0 
if 3 or more, code = 1 
3 .  Stress scale score: 
if 1 -7, code = 0 
if 8 ,  code = 1 
4 .  Coping scale score: 
if 1 -5 ,  code = 1 
if 6-8, code = 0 
5 .  Parent's CES-D score: 3 
if 0-24, code = 0 
if 25 or greater, code = 1 
6 . Child's CBCL total score: 
if 55 or lower, code = 0 
if 56 or higher, code = 1 
Total Screening Score: 
(Add scores 1 through 6) 
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If the Total Screening Score equals 0-2, the child is not expected to be at risk 1 or 2 years after the 
loss. If the Total Screening Score equals 3 -6, the child is projected to be in the risk group, and 
early interventions should be considered. 
3 On the CES-D, use reverse scoring for items d, h, l, and p. 
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Dear Family, 
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You are invited to participate in a study of grieving children and teenagers conducted by 
The Dougy Center. It is our hope to learn more about the difficulties children and teenagers 
experience after the death of a parent so that we can better serve your children/teenagers as well 
as other families in the future. Your family was selected because the children have experienced a 
parent death within the last few months. 
You are under no obligation to participate in this study. The Dougy Center will provide 
our very best services to you and your children whatever you choose. All information gathered in 
the study will remain confidential. You may be asked to complete the same forms in the future. 
If you decide now to participate by completing the enclosed forms, you are free to withdraw at 
any time in the future. 
If you agree to participate, please complete and return the enclosed forms: 
1. One "SCREENING INSTRUMENT" for you to complete about you and your family. 
2. A "CHILD BEHA VIOR CHECKLIST" with the name C!f'each qfyour children. You 
(not the child) are to complete one checklist for each child named at the top of the form. 
3. A "YOUTH SELF-REPORT FOR AGES 11-18"for each of your youth (ages 11  to 18 
years) in that age group to complete. Your youth (not you) completes this form. 
4. Please sign the "CONSENT FORM" at the bottom C!f this page. 
You can use the stamped addressed envelope to return the forms by mail or you can bring 
the completed forms to The Dougy Center when you attend your scheduled informational 
orientation on Monday, 
--------
Ifyou have any questions, please call Don Spencer (775-5683 extension 26) at The Dougy 
Center. If we have not received your completed forms within the next two weeks, a 
representative of The Dougy Center will call to remind you, and discuss any questions you may 
have about the forms or the study. You'll also receive a reminder call a few days before your 
Monday orientation appointment. You can decline to participate. 
By signing this CONSENT FORM, you and your children indicate that you have read this 
form and that you are voluntarily agreeing to participate in the study. Thank you for your 
consideration. 
Signature of Adult ____________________ Date 
_
___ 
_ 
Signatures of Children 
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
 
_
 
Sincerely, 
Donald W. Spencer, M.Div. ; M.Ed. ; M.Coun.Psy. 
Director ofFamily Services 
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Explanation of Raw Data 
Column 1 :  Identification Number 
Column 2 :  Cause of Parental Death 
Column 3 :  Parent Who Died 
Column 4: Age of Child 
Column 5 :  Gender of Child 
Column 6 :  Ethnicity of Child 
Column 7 :  Who Completed Research Paperwork 
Column 8 :  Screener Item 1 :  Surviving Parent/Caregiver's Age 
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Column 9 :  Screener Item 2 :  Number of  Children in Family Under Age of  12  
Column 1 0: Screener Item 3 :  Level of Stress Score 
Column 1 1  : Screener Item 4 :  Ability to Cope Score 
Column 12 :  Screener Item 5 :  CES-D Score 
Column 1 3 :  Screener Item 6 :  CBCL Total Score 
Column 14 :  Screener Total Score 
Column 1 5 :  CBCL Total T -Score 
Column 1 6: CBCL Internalization Score 
Column 1 7: CBCL Internalization T -Score 
Column 1 8 :  CBCL Externalization Score 
Column 1 9: CBCL Externalization T -Score 
1 
2 
3 
4 
5 
6 
7 
8 
9 
1 0  
1 1  
1 2  
1 3  
1 4  
1 5  
1 6  
1 7  
1 8  
1 9  
2 0  
2 1  
2 2  
2 3  
2 4  
2 5  
2 6  
2 7  
2 8  
2 9  
3 0  
3 1  
3 2  
3 3  
3 4  
3 5  
3 6  
3 7  
3 8  
DEATH 
4 . 0 0 
4 . 0 0 
4 . 0 0 
4 . 0 0 
4 . 0 0 
2 . 0 0 
4 . 0 0 
4 . 0 0 
4 . 0 0 
4 . 0 0 
3 . 0 0 
3 . 0 0 
1 .  0 0  
4 . 0 0 
4 . 0 0 
2 . 0 0 
5 . 0 0 
2 . 0 0 
1 .  0 0  
5 . 0 0 
1 .  0 0  
1 . 0 0 
1 .  0 0  
2 . 0 0 
1 .  0 0  
1 .  0 0  
1 .  0 0  
1 .  0 0  
1 . 0 0 
3 . 0 0 
1 .  0 0  
1 .  0 0  
1 .  0 0  
1 .  0 0  
4 . 0 0  
3 . 0 0 
1 .  0 0  
3 . 0 0 
PARENT 
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
1 .  0 0  
1 .  0 0  
1 .  0 0  
1 .  0 0  
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
3 . 0 0 
2 . 0 0 
2 . 0 0 
3 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
2 . 0 0 
1 .  0 0  
1 .  0 0  
2 . 0 0 
2 . 0 0 
1 .  0 0  
2 . 0 0 
1 .  0 0  
2 . 0 0 
2 . 0 0 
AGE 
6 . 0 0 
7 . 0 0 
7 . 0 0 
9 . 0 0 
1 4 . 0 0 
6 . 0 0 
1 0 . 0 0 
8 . 0 0 
1 0 . 0 0 
6 . 0 0 
8 . 0 0 
5 . 0 0 
1 0 . 0 0 
6 . 0 0 
1 0 . 0 0 
5 . 0 0 
6 . 0 0 
7 . 0 0 
9 . 0 0 
8 . 0 0 
1 0 . 0 0 
9 . 0 0 
8 . 0 0 
5 . 0 0 
7 . 0 0 
1 4 . 0 0 
9 . 0 0 
8 . 0 0 
1 0 . 0 0 
6 . 0 0 
7 . 0 0 
1 0 . 0 0 
8 . 0 0 
8 . 0 0 
5 . 0 0 
1 0 . 0 0 
9 . 0 0 
6 . 0 0 
GENDER ETHN I C I  COMPLET SCR1 
1 .  0 0  1 .  0 0  1 . 0 0 4 4 . 0 0 
1 .  0 0  1 .  0 0  1 .  0 0  4 4 . 0 0 
1 .  0 0  1 .  0 0  1 .  0 0  3 7 . 0 0 
2 . 0 0 1 .  0 0  1 .  0 0  3 7 . 0 0 
2 . 0 0 1 .  0 0  1 . 0 0 2 7 . 0 0 
1 .  0 0  1 .  0 0  1 .  0 0  4 2 . 0 0 
2 . 0 0 1 .  0 0  1 .  0 0  3 2 . 0 0 
2 . 0 0 1 .  0 0  1 .  0 0  3 2 . 0 0 
1 .  0 0  1 . 0 0 2 . 0 0 4 5 . 0 0 
1 .  0 0  1 .  0 0  2 . 0 0 4 5 . 0 0 
2 . 0 0 1 .  0 0  3 . 0 0 3 3 . 0 0 
2 . 0 0 1 .  0 0  3 . 0 0 3 3 . 0 0 
1 . 0 0 1 . 0 0 1 .  0 0  4 0 . 0 0 
1 .  0 0  1 .  0 0  1 .  0 0  2 1 . 0 0 
2 . 0 0 1 .  0 0  1 .  0 0  4 4 . 0 0 
2 . 0 0 1 .  0 0  1 .  0 0  3 3 . 0 0 
1 . 0 0 2 . 0 0 3 . 0 0 5 7 . 0 0 
1 .  0 0  2 . 0 0 1 .  0 0  3 8 . 0 0 
2 . 0 0 1 .  0 0  1 .  0 0  3 6 . 0 0 
1 . 0 0 1 .  0 0  3 . 0 0 4 4 . 0 0 
1 .  0 0  1 .  0 0  1 .  0 0  4 4 . 0 0 
2 . 0 0 1 .  0 0  1 .  0 0  3 8 . 0 0 
1 .  0 0  1 .  0 0  1 .  0 0  4 2 . 0 0 
1 .  0 0  1 .  0 0  1 .  0 0  2 9 . 0 0 
2 . 0 0 1 .  0 0  1 . 0 0 4 0 . 0 0 
2 . 0 0 1 .  0 0  1 .  0 0  3 8 . 0 0 
1 .  0 0  1 .  0 0  1 .  0 0  3 8 . 0 0 
1 .  0 0  1 .  0 0  1 .  0 0  3 5 . 0 0 
2 . 0 0 4 . 0 0 1 .  0 0  4 0 . 0 0 
1 . 0 0 1 .  0 0  2 . 0 0 2 1 . 0 0 
2 . 0 0 1 .  0 0  2 . 0 0 3 8 . 0 0 
2 . 0 0 1 .  0 0  1 .  0 0  2 8 . 0 0 
2 . 0 0 1 .  0 0  1 .  0 0  2 8 . 0 0 
1 .  0 0  1 .  0 0  2 . 0 0 4 1 . 0 0 
1 . 0 0 1 .  0 0  1 .  0 0  3 2 . 0 0 
2 . 0 0 1 .  0 0  2 . 0 0 3 8 . 0 0 
1 .  0 0  1 .  0 0  1 .  0 0  4 4 . 0 0 
1 .  0 0  5 . 0 0 1 .  0 0  3 0 . 0 0 
S C R2 S CR3 
2 . 0 0 6 . 0 0 
2 . 0 0 6 . 0 0 
2 . 0 0 8 . 0 0 
2 . 0 0 8 . 0 0 
2 . 0 0 8 . 0 0 
2 . 0 0 8 . 0 0 
2 . 0 0 5 . 0 0 
2 . 0 0 5 . 0 0 
2 . 0 0 7 . 0 0 
2 . 0 0 7 . 0 0 
3 . 0 0 7 . 0 0 
3 . 0 0 7 . 0 0 
2 . 0 0 8 . 0 0 
2 . 0 0 8 . 0 0 
1 .  0 0  8 . 0 0 
1 .  0 0  8 . 0 0 
1 .  0 0  8 . 0 0 
3 . 0 0 7 . 0 0 
3 . 0 0 4 . 0 0 
1 .  0 0  3 . 0 0 
2 . 0 0 7 . 0 0 
4 . 0 0 6 . 0 0 
2 . 0 0 3 . 0 0 
2 . 0 0 8 . 0 0 
1 .  0 0  3 . 0 0 
1 .  0 0  6 . 0 0 
1 .  0 0  6 . 0 0 
3 . 0 0 8 . 0 0 
1 .  0 0  8 . 0 0 
2 . 0 0 7 . 0 0 
1 .  0 0  7 . 0 0  
3 . 0 0 5 . 0 0 
3 . 0 0 5 . 0 0 
1 .  0 0  7 . 0 0 
1 .  0 0  8 . 0 0 
1 .  0 0  8 . 0 0 
1 .  0 0  8 . 0 0 
2 . 0 0 7 . 0 0 
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SCR4 
5 . 0 0 
5 . 0 0 
6 . 0 0 
6 . 0 0 
6 . 0 0 
6 . 0 0 
4 . 0 0 
4 . 0 0 
5 . 0 0 
5 . 0 0 
5 . 0 0 
5 . 0 0 
2 . 0 0 
7 . 0 0 
7 . 0 0 
6 . 0 0 
6 . 0 0 
5 . 0 0 
5 . 0 0 
3 . 0 0 
6 . 0 0 
8 . 0 0 
5 . 0 0 
5 . 0 0 
6 . 0 0 
5 . 0 0 
5 . 0 0 
7 . 0 0 
7 . 0 0 
4 . 0 0 
6 . 0 0 
6 . 0 0 
6 . 0 0 
5 . 0 0 
3 . 0 0 
4 . 0 0 
4 . 0 0 
5 . 0 0 
SCR5 SCR6 TOTAL CBCLT 
2 5 . 0 0 1 7 . 0 0 2 . 0 0 4 7 . 0 0 
2 5 . 0 0 2 6 . 0 0 2 . 0 0 5 3 . 0 0 
5 2 . 0 0 1 1 . 0 0 3 . 0 0 4 3 . 0 0 
5 2 . 0 0 6 1 . 0 0 4 . 0 0 6 9 . 0 0 
5 2 . 0 0 4 9 . 0 0 3 . 0 0 6 5 . 0 0 
2 5 . 0 0 5 6 . 0 0 3 . 0 0 6 8 . 0 0 
3 5 . 0 0 3 9 . 0 0  3 . 0 0 6 1 . 0 0 
3 5 . 0 0 3 5 . 0 0 3 . 0 0 5 8 . 0 0 
2 4 . 0 0 1 8 . 0 0 1 .  0 0  4 8 . 0 0 
2 4 . 0 0 1 8 . 0 0 1 .  0 0  4 9 . 0 0 
9 . 0 0 4 1 . 0 0 3 . 0 0 6 2 . 0 0 
9 . 0 0 6 8 . 0 0 4 . 0 0 7 1 . 0 0 
4 0 . 0 0 7 5 . 0 0 4 . 0 0 7 3 . 0 0 
4 5 . 0 0 2 8 . 0 0 3 . 0 0 5 4 . 0 0 
3 7 . 0 0 5 5 . 0 0 2 . 0 0 6 7 . 0 0 
3 8 . 0 0 2 3 . 0 0 3 . 0 0 5 2 . 0 0 
1 8 . 0 0 2 4 . 0 0 1 .  0 0  5 1 . 0 0 
3 6 . 0 0 1 7 . 0 0 4 . 0 0 4 7 . 0 0 
1 6 . 0 0 4 0 . 0 0 3 . 0 0 6 1 . 0 0 
2 8 . 0 0 2 0 . 0 0 2 . 0 0 4 9 . 0 0 
1 5 . 0 0 1 4 . 0 0 . 0 0 4 5 . 0 0 
0 . 0 0 4 5 . 0 0 2 . 0 0 6 4 . 0 0 
1 5 . 0 0 2 5 . 0 0 1 .  0 0  5 2 . 0 0 
2 5 . 0 0 5 8 . 0 0 5 . 0 0 6 9 . 0 0 
1 2 . 0 0 3 . 0 0 0 . 0 0 3 2 . 0 0 
2 5 . 0 0 1 8 . 0 0 3 . 0 0 5 0 . 0 0 
2 5 . 0 0 4 7 . 0 0 3 . 0 0 6 5 . 0 0 
2 6 . 0 0 7 4 . 0 0 5 . 0 0 7 3 . 0 0 
1 2 . 0 0 2 3 . 0 0 1 .  0 0  5 2 . 0 0 
2 1 . 0 0 4 7 . 0 0 2 . 0 0 6 5 . 0 0 
1 0 . 0 0 4 3 . 0 0 1 .  0 0  6 3 . 0 0 
2 2 . 0 0 4 5 . 0 0 2 . 0 0 6 4 . 0 0 
2 2 . 0 0 4 7 . 0 0 2 . 0 0 6 5 . 0 0 
1 9 . 0 0 2 5 . 0 0 1 .  0 0  5 2 . 0 0 
5 3 . 0 0 7 4 . 0 0 5 . 0 0 7 3 . 0 0 
4 0 . 0 0 3 2 . 0 0 4 . 0 0 5 7 . 0 0 
2 2 . 0 0 3 7 . 0 0 2 . 0 0 5 8 . 0 0 
3 6 . 0 0 1 0 2 . 0 0 4 . 0 0 7 8 . 0 0 
INTERN INTERNT EXTERN EXTERNT 
1 .  0 0  4 0 . 0 0 6 . 0 0 4 6 . 0 0 
9 . 0 0 5 9 . 0 0 5 . 0 0 4 4 . 0 0 
2 . 0 0 4 3 . 0 0 8 . 0 0 5 2 . 0 0 
1 2 . 0 0 6 0 . 0 0 2 1 . 0 0 6 8 . 0 0 
1 2 . 0 0 5 8 . 0 0 2 3 . 0 0 6 9 . 0 0 
1 5 . 0 0 6 5 . 0 0 1 6 . 0 0 6 2 . 0 0 
1 2 . 0 0 6 0 . 0 0 1 4 . 0 0 5 9 . 0 0 
7 . 0 0 5 4 . 0 0 1 4 . 0 0 5 9 . 0 0  
5 . 0 0 5 1 . 0 0 5 . 0 0 4 4 . 0 0 
5 . 0 0 5 1 . 0 0 1 1 . 0 0 5 3 . 0 0 
1 3 . 0 0 6 2 . 0 0 1 2 . 0 0 5 7 . 0 0 
1 1 . 0 0 5 9 . 0 0 2 8 . 0 0 7 3 . 0 0 
2 5 . 0 0 7 5 . 0 0 2 2 . 0 0 6 6 . 0 0 
1 0 . 0 0 6 0 . 0 0 1 0 . 0 0 5 2 . 0 0 
2 4 . 0 0 7 2 . 0 0 1 0 . 0 0 5 4 . 0 0 
5 . 0 0 5 1 . 0 0 5 . 0 0 4 6 . 0 0 
5 . 0 0 5 1 . 0 0 1 1 . 0 0 5 3 . 0 0 
5 . 0 0 5 1 . 0 0 7 . 0 0 4 7 . 0 0 
1 2 . 0 0 6 0 . 0 0 1 4 . 0 0 5 9 . 0 0  
2 . 0 0 4 3 . 0 0 8 . 0 0 4 9 . 0 0 
3 . 0 0  4 6 . 0 0 3 . 0 0 4 1 . 0 0 
1 8 . 0 0 6 7 . 0 0 1 1 . 0 0 5 6 . 0 0 
5 . 0 0 5 1 . 0 0 1 3 . 0 0 5 5 . 0 0 
1 7 . 0 0 7 0 . 0 0 2 3 . 0 0 6 7 . 0 0 
1 . 0 0 3 9 . 0 0 1 .  0 0  3 7 . 0 0 
4 . 0 0 4 7 . 0 0 9 . 0 0 5 6 . 0 0 
2 3 . 0 0 7 4 . 0 0 6 . 0 0 4 6 . 0 0 
2 4 . 0 0 7 5 . 0 0 3 1 . 0 0 7 3 . 0 0 
8 . 0 0 5 5 . 0 0 5 . 0 0 4 6 . 0 0 
1 1 . 0 0 6 1 . 0 0 2 4 . 0 0 6 8 . 0 0 
1 7 . 0 0 6 6 . 0 0  1 0 . 0 0 5 4 . 0 0 
1 5 . 0 0 6 4 . 0 0 2 4 . 0 0 7 1 . 0 0 
1 6 . 0 0 6 5 . 0 0 2 1 . 0 0 6 8 . 0 0 
4 . 0 0 4 9 . 0 0 8 . 0 0 4 9 . 0 0 
2 5 . 0 0 7 5 . 0 0 2 2 . 0 0 6 6 . 0 0  
1 1 . 0 0 5 9 . 0 0 1 0 . 0 0 5 4 . 0 0 
4 . 0 0 4 9 . 0 0 1 6 . 0 0 5 9 . 0 0 
3 0 . 0 0 7 9 . 0 0 2 9 . 0 0 7 1 . 0 0 
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EDUCATION 
1995 - present 
1 993 - 1 995 
1 99 1 - 1 993 
CURRICULUM VITA 
January, 2001 
Brandy Liebscher, M.A. 
6259 Reed St. 
Arvada, Colorado 80003 
(303) 736-2602 
bjliebscher@yahoo.com 
George Fox University, Newberg, Oregon 
Graduate School of Clinical Psychology, AP A Accredited 
M.A. ,  1997 
Psy.D. expected 200 1 
George Fox University, Newberg, Oregon 
B.A. (Psychology) 
College ofthe Siskiyous, Weed, California 
A.A. 
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CLINICAL EXPERIENCE 
Adams Communitv Mental Health Center 
Thornton, Colorado 
Psychology Intern 
09/00 - present 
Graduate School of Clinical Psychology 
George Fox University 
Newberg, Oregon 
Clinical Supervisor 
0 1100 - 04/00 
09/98 � 04/99 
ParentCare 
Tuality Hospital / St. Vincent Hospital 
Hillsboro & Portland, Oregon 
Group Co-Facilitator 
09/99 - 04/00 
0 1/99 - 04/99 
Psychology internship providing mental health services to children, 
adolescents, and adults in an outpatient setting. Clinical 
responsibilities include individual, group, and family therapy. 
Experience working on multidisciplinary team, consulting with 
community resources, and conducting psychological evaluations. 
Supervisors: T.J. Price, Psy.D.,  Licensed Psychologist 
Cathy Johnston, Ph.D. ,  Licensed Psychologist 
Provided clinical supervision to graduate students enrolled in the 
Graduate School of Clinical Psychology. Supervision focused on 
the student's clinical skills and professional development. 
Supervisors: Carol Dell'Oliver, Ph.D. ,  Licensed Psychologist 
Kathryn Ecklund, Ph.D.,  Licensed Psychologist 
Facilitated psychoeducationallsupport groups for parents within a 
community based parenting education program. Parent education 
curriculum emphasized a child's development, relationship building, 
and effective discipline. Parents utilize the STEP (Systematic 
Training for Effective Parenting) handbook. 
Supervisor: Terri Bennink, Psy.D. ,  Licensed Psychologist 
Psychology Department 
George Fox University 
Newberg, Oregon 
Group Facilitator I Supervisor 
09/99 - 04/00 
Woodland Park Hospital 
Portland, Oregon 
Preintem Student 
09/98 - 05/99 
Newberg School District 
Newberg, Oregon 
Practicum 11 Student 
09/97 - 06/98 
Sunnyside Counseling Center 
Portland, Oregon 
Practicum II Student 
09/97 - 05/98 
Linn County Mental Health 
Albany, Oregon 
Practicum I Student 
09/96 - 05/97 
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Counseling I and II courses: Facilitated experiential groups for 
undergraduate psychology students focused on utilizing basic 
counseling skills. Provided supervision to counseling dyads. 
Supervisor: Kathryn Ecklm1d, Ph.D. , Licensed Psychologist 
Adolescent Psychiatric Inpatient Program: Practicum experience 
providing mental health services to adolescents hospitalized for 
mental illness or dual diagnosis. Responsibilities included intake 
interviews, individual and group therapy, psychological 
assessments, consultation with parents and staff, and milieu 
management. 
Adult Psychiatric Inpatient Program: Mental health services for 
adults hospitalized for psychiatric treatment and/or chemical 
dependency detoxification services.  Responsibilities included 
intake interviews, individual and group therapy, milieu 
management, and treatment planning. 
Partial Hospitalization Program: Day treatment program for adult 
clients. Responsibilities included group and individual therapy and 
psychological evaluations. Developed and implemented a testing 
protocol for staff and trainees providing psychological assessment 
services. 
Supervisor: Robin Blair, Psy.D. , Director of Behavioral Health 
Services, Licensed Psychologist. 
Practicum experience with intellectual assessment of elementary 
age children, for learning disabilities, and talented and gifted 
programs. 
Supervisor: Ross Quackenbush, Psy.D. , Licensed Psychologist 
Practicum experience with adult outpatient services in a community 
mental health center. Responsibilities included individual, marital 
and family psychotherapy, intake interviews, assessment reports, 
treatment planning, and consultation with various health care 
providers. 
Supervisor: Claire Rusunen, Psy.D . ,  Licensed Psychologist 
Practicum experience which focused on providing child and family 
services in a community mental health center. Responsibilities 
included individual, family, and group psychotherapy, intake 
interview, assessment reports, treatment planing, and consultation 
with various mental health providers. 
Supervisor: Paul Stoltzfus, Psy.D., Licensed Psychologist 
RELEVANT WORK EXPERIENCE 
Woodland Park Hospital 
Portland, Oregon 
Mental Health Therapist 
05/99 - 1 2/99 
Mental Health Partners 
Portland, Oregon 
Treatment Coordinator 
07/98 - 06/99 
Chehalem Youth and Family Services 
Newberg, Oregon 
Youth Treatment Specialist 
07/96 - 10/97 
Henderson House, Family Crisis Shelter 
McMinnville, Oregon 
Field Experience Student 
09/94 - 05/95 
Edwards Elementary School 
Newberg, Oregon 
Field Experience Student 
0 1/95 - 05/95 
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Partial Hospitalization Program: Day treatment program 
providing mental health services to patients with mental illness or 
dual diagnosis. Services included intake interviews, individual and 
group therapy, crisis intervention, consultation with medical staff, 
individualized treatment planning, utilization review, case 
management, and discharge planning. Responsibilities also 
included psychological evaluations. 
Ryles Center: Community sub-acute psychiatric treatment center 
for chronically mentally ill inpatient adults. Responsibilities 
included milieu management, admission and discharge preparation, 
assistance with personal care and skills training, and individual and 
group therapy. 
Faulkner Place: Long term residential facility for chronically 
mentally ill adults. Responsibilities included milieu management, 
assistance with activities of daily living, accompanying clients on 
recreational outings, individual and group therapy, and 
documentation of client's current level of :fu}lctioning. 
Residential treatment facility for adolescents with cognitive 
impairments and behavioral difficulties. Responsibilities included 
milieu management, implementation of behavior modification and 
cognitive - behavioral interventions, skills training related to 
activities of daily living, transportation, and crisis intervention. 
Experience with group therapy, crisis intervention, and case 
management with women and children with a history of domestic 
abuse. Specialized training in domestic violence and shelter 
procedures. 
Experience with implementation of behavior modification 
techniques for children with behavioral difficulties in the context of 
individual and group treatment. 
COMMUNITY ACTIVITIES 
The National Center for Grieving 
Children and Families 
Portland, Oregon 
Volunteer Group Co-Facilitator 
09/98 - 7/00 
Henderson House, Family C1isis Shelter 
McMinnville, Oregon 
Training Facilitator and Volunteer 
09/96 - 09/97 
PROFESSIONAL INVOLVEMENT 
Graduate Student Council 
George Fox University 
04/99 - 04/00 
Graduate Fellow to Chair of Psychology 
Department 
George Fox University 
09/98 - 07/00 
Continuing Education (C.E.) Committee 
Christian Association of Psychological 
Studies (CAPS) West Conference 
06/99 
Peer Mentor 
George Fox University 
09/98 - 05/99 
Graduate Admissions 
George Fox University 
03/98 
Psychology Department 
George Fox University 
0 1/96 - 04/96 
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The Dougy Center: Non-profit agency that provides ongoing grief 
support groups for children ages 3 - 19  and their parents. Facility 
includes various modalities used to assist children with their 
grieving process. Also provide editorial services to staff developing 
handbooks on grief and children. 
Crisis intervention, including a crisis hotline, and case management 
for women and children with a history of domestic violence. 
Provided training to new volunteers on issues related to domestic 
violence. 
Elected by peers of the Graduate School of Clinical Psychology as 
Student Body Representative. Selected by council as student -
faculty liaison. Attended faculty meetings and was responsible to 
commmricate relevant information between faculty and student 
council. 
Assisted Dr. Clark Campbell "vith administrative, teaching, and 
research activities for the Psychology Department. Also 
responsible for updating the Psychology Department's website. 
Assisted in coordinating provision of C.E. credits offered at the 
CAPS West Conference held at George Fox University. 
Selected by faculty of the Graduate School of Clinical Psychology 
to provide mentoring to an incouring psychology graduate student 
in order to assist in the transition to graduate school. 
Selected by faculty of Graduate School of Clinical Psychology to 
assist in interviewing prospective psychology graduate students, 
reviewing applications and malting recommendations regarding 
admission. 
General Psychology course: Co-facilitated a group for psychology 
undergraduate students focused on the process of integrating 
psychology and faith. 
RESEARCH EXPERIENCE 
Published: 
Doctoral Dissertation: 
Submitted for publication: 
Preparing for publication: 
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Campbell, C. D.,  Buhrow, W. C. ,  Jr. & Liebscher, B. (2000) 
Development of a management practicum in a clinical psychology 
program. 
Professional Psychology: Research and Practice 
Parental death and the impact on grieving children: A comparison 
of homicide or suicide and natural or accidental deaths 
Defended: April 26, 2000 
Liebscher, B., Gathercoal, K., Schweizer, J. H. & Sebree, M. K. 
Parental death and the impact on grieving children: A comparison 
of homicide or suicide and natural or accidental deaths 
Death Studies 
Campbell, C. D. ,  Bufford, R. K. & Liebscher, B. 
A practical model for teaching supervision through vertically 
integrated teams. 
PRESENTATIONS TO PROFESSIONALS 
Liebscher, B. & Gathercoal, K. (2000, April). Parental Death by Homicide or Suicide and the Impact on 
Grieving Children. Western Psychological Association Convention, Portland, OR. Awarded WPA Student 
Scholarship. 
Ecklund, K. & Liebscher, B. (2000, April). What Makes a Good Field Ex=perience? Western 
Psychological Association Convention, Portland, OR. 
Campbell, C. D. ,  Buhrow, W. C . ,  Jr. & Liebscher, B. ( 1999, January). Development of a Management 
Practicum in a Clinical Psychology Program. Midwinter Meeting of the National Council of School and Programs in 
Professional Psychology, Charleston, SC. 
Sanders, J. F., Hopkins, S. M. & Liebscher, B. ( 1997, July). Training the United Stated Clinical 
Psychology Student Through Community Based Practicums. Literature Review and Case Studies ofPracticum Sites. 
Fifth European Congress of Psychology, Dublin, Ireland. 
TEACHING EXPERIENCE 
Graduate School of Clinical Psychology 
George Fox University 
Newberg, Oregon 
Guest Lecturer 
10/98, 1 1/98 
Theories of Personality and Psychotherapy (Psy 501): 
• Arnold A Lazarus' multimodal therapy and on utilizing a 
responsible form of eclecticism in psychotherapy. 
• George A Kelly's personality theory, "The Psychology of 
Personal Constructs. "  
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PROFESSIONAL AFFILIATIONS 
American Psychological Association 
Western Psychological Association 
Psi Chi, The National Honor Society in Psychology 
ADDITIONAL CLINICAL TRAINING 
Multicultural Training 
1 1/00 
05/98 
05/97 
03/97 
03/96 
Play Therapy: Religion, Culture, and Spirituality. Reo N. Leslie, Jr. , D.Min. , L.P.C. ,  
N.C.C. ,  R.P.T.-S. ,  Denver, Colorado. 
Race and Racism in Psychotherapy. Alice F. Chang, Ph.D. ,  Nelson De Jesus, Ph.D. ,  
Newberg, Oregon. 
Assessment of African American Children and Adolescents. Sandra Jenkins, Ph.D., 
Newberg, Oregon. 
Issues in Intervention with Latino Adolescents, Children and Families. Joseph M. 
Cervantes, Ph.D. , ABPP, Newberg, Oregon. 
Cross Cultural Assessment. Richard Dana, Ph.D. ,  Newberg, Oregon. 
Specific Clinical Populations 
05/00 
06/99 
05/98 
04/98 
10/96 
10/96 
07/96 
Trauma, Violence, and Abuse Conference. John Briere, Ph.D. , Don Dutton, Ph.D., & Paul 
Mones, J.D. , Portland, Oregon. 
Traumatized Children: Healing Through Plav Therapy. Daniel S.  Sweeney, Ph.D.,  
RPT -S, Newberg, Oregon. 
Explosive I Noncompliant Children and Adolescents. A New Conceptual and Practical 
Approach. Ross Greene, Ph.D., Portland, Oregon. 
Psychological Management of Clients with Chronic Pain. Joyce Follingstand, Ph.D., 
R.N. , Portland, Oregon. 
Attention Deficit and Hyperactivity Disorder with Children and Adults. Russell A 
Barkely, Ph.D.,  Portland, Oregon. 
Multidisciplinary Teams: Child Abuse Intervention. The National Children's Advocacy 
Center, Lebanon, Oregon. 
Anger Management with Adolescents. Pacific Gateway Hospital and Counseling Centers, 
Portland, Oregon. 
Theorv and Practice 
1 1/00 
04/00 
06/99 
06/99 
03/99 
02/99 
1 1/98 
05/98 
04/98 
0 1/98 
1 0/97 
02/97 
02/97 
0 1/97 
1 0/96 
1 0/95 
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Jurisprudence Workshop for Colorado Psychotherapists. Reo N. Leslie, Jr. , D.Min. ,  
L.P.C. ,  N. C.C. ,  R.P.T. -S. , Commerce City, Colorado. 
Western Psychological Association Convention. Portland, Oregon. 
Contemporary Gestalt Therapy. Philip Brownell, M.Div. , Psy.D. , Newberg, Oregon. 
CAPS West Conference. Psychology, Christianity, and Social Responsibility. Newberg, 
Oregon. 
A Holistic Approach to Psychology. Carol Landerman. Ph.D. & Donna Guthrie, N.D. ,  
Newberg, Oregon. 
Repressed Memories: Fact or Fiction? Elizabeth Loftus, Ph.D. , Newberg, Oregon. 
Intimacy, Sexuality and Relationships in Christian Living. Sr. Fran Ferder, Ph.D., D.Min. 
& Fr. John Heagle. ,  M.A. ,  Portland, Oregon. 
Cognitive Behavior Therapy of Adults with Comorbid Disorders. Donald Meichenbaum, 
Ph.D. ,  Portland, Oregon. 
Explicit, Implicit, Intentional Clinical Integration. Galileo and Wesley: Two Old, But 
Ever - New Integrative Models. Newton Maloney, Ph.D.,  ABPP, Newberg, Oregon. 
A Scientifically Based Marital Therapy. John Gottman, Ph.D.,  Seattle, Washington. 
Therapists in the Courtroom. Ethical, Legal and Clinical Considerations. Eric M. 
Johnson, Ph.D. , ABPP, Newberg, Oregon. 
Emergency Services and Crisis Intervention. Michael Conner, Psy.D. ,  Newberg, Oregon. 
Successful Intelligence. Robert J. Sternberg, Ph.D. ,  Newberg, Oregon. 
Rational Thought in an Irrational World. Albert Ellis, Ph.D. ,  Portland, Oregon. 
Rational Emotive Therapy. Hank Robb, Ph.D. ,  Newberg, Oregon. 
Object Relations .. N. Gregory Hantilton, M.D. ,  Newberg, Oregon. 
RELEVANT COURSEWORK 
Theory and Practice: Adult Development 
Assessment and Practice in Parenting 
Child Development 
Child Play Therapy 
Cognitive Behavioral Psychotherapy 
Community Mental Health 
Family Therapy 
Forensic Psychology 
Group Therapy 
History and Systems of Psychology 
Learning and Memory 
Personal Character and Moral Decision Making 
Personality Theories 
Psychodynamic Psychotherapy 
Psychology of Emotions 
Psychopathology 
Psychopharmacology I Psychoneurology 
Psychotherapy with Children and Adolescents 
Sexual Dysfunction 
Social Psychology 
Substance Abuse 
Systems of Psychotherapy 
Professional Issues: Ethics for Psychologists 
Professional Issues 
Assessment: Comprehensive Psychological Assessment 
Intellectual and Cognitive Assessment 
Neuropsychological Assessment 
Personality Assessment 
Projective Assessment 
Diversity: Contemporary Religious Worldviews 
Cross Cultural Psychology 
Psychotherapy with Men 
Psychotherapy with Women 
Religious Issues in Psychotherapy 
Systems of Integration 
Research: Outcome Evaluation 
Psychometrics 
Research Design 
Research in the Psychology of Religion 
Statistical Methods 
A 
A 
A 
p 
A 
A 
A 
A 
A 
A 
B 
A 
A 
B 
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A 
A 
A 
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